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BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures represent 

the one system of infant feeding that consistently, for three decades, 
has received universal pediatric recognition. No carbohydrate employed 
in this system of infant feeding enjoys so rich and enduring a back- 
ground of authoritative clinical experience as Dextri-Maltose. 


DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 


DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the 
physician. 


sr -MALTOSE No. 3 (with 3% potassium bicarbonate), for constipated 
abies. 


These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson prod te in preventing their reaching 
unauthorized persons 
Mead Joh 4c . Evaneville. Ind.. U. fi. A 


















I 





ra NM My 


it 








the wounds after surgery. . - 


Modern surgical care recognizes that it takes more than gauze 
and adhesive to “bind the wounds” of the operative case. It has 
been demonstrated that the prevention and treatment of nutri- 
tional deficiencies may be “decisive factors” in recovery following 
surgery.’ In the field of oral and parenteral vitamins, Upjohn offers 
a full range of highly potent, convenient to administer, econom- 


ical vitamins. \. Am. J. Surg. 44:288 (April) 1942. 


Upjohn FINE PHARMACEUTICALS SINCE 1886 
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Intestinal Obstruction 


Geo. E. THompson, M.D. 
Spartanburg, S. C. 


There is a story about a little girl, who when asked 
her age, replied: “I am 3 years old, but they keep 
changing it all the time.” 


During the past 40 years I have attended most 
of the meetings of this Society. They have been 
“changing” the program “all the time,” many and 
different subjects have been discussed. However I 
do not recall that a paper has ever been presented 
with the title which I have chosen for tonight. 


Many statistics have been presented on intestinal 
obstruction, and the mortality rate has been variously 
estimated, but it is probable that the death rate 
from all causes of which intestinal obstruction is 
the predominating factor hovers around 30%. There- 
fore it occurred to me that I might well present 
this subject for your consideration tonight, not that 
I have anything radically new to offer, but with 
the hope that some doctor present might bring out 
something in the discussion to follow. Obviously 
with a subject of such magnitude, I cannot dwell 
on any one phase at great length. 


Forty years ago the opening of an abdomen was a 
little unusual in this county. Now it is the common- 
place, and when a patient presents himself with 
signs of obstruction, we are apt to look for an 
abdominal scar. A _ larger percentage occur for 
causes other than previous operation, however, and 
a recent report from the Massachusetts General Hos- 
pital on 136 cases of intestinal obstruction states 
that only 30% of these cases exclusive of external 
hernia had had previous abdominal surgery. 


Let us consider some of the other causes: 


The presence of external hernia is usually known 
by the patient, and pain will be referred to the 
hernial site. In the absence of hernia, we think 
of adhesions and bands, and in the statistics quoted 
a moment ago, bands were reported as the causative 
factor in 81% of the cases. Occasionaly we have 


Read at May Meeting Spartanburg County Medical 
Society. 
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large gall stones, mesenteric cysts, mesenteric throm- 
bosis, or a diverticulitis causing the obstruction. 
Foreign bodies and tumors produce obstruction in 
the rare case, internal hernia in less than 10%. In 
the young infant with persistent vomiting, and de- 
hydration, we consider congenital pyloric stenosis, 
or some other form of atresia of the intestinal tract; 
in the elderly, volvulus or malignancy. Endometriosis 
as a cause may be a possibility if the attack occurs 
in the female during the menstrual period. 


The severity of the symptoms is not always a 
true index to the magnitude of the pathology present. 
All of us have doubtless seen a patient enormously 
distended, vomiting continuously, who at 
operation had no strangulation of the gut itself, but 
a small amount of omentum protruding through the 
hernial opening. 


almost 


I recall the case of an old woman who came 
into the Spartanburg General Hospital about a year 
ago. The abdomen was much distended, and she 
was vomiting profusely. An enema was ordered and 
the removal of a fecal impaction by the nurse in 
charge relieved the patient. 


When called to treat a patient with an acute 
abdomen, we are sometimes brought face to face 
with many diagnostic problems, as unfortunately 
there are many other conditions which may resemble 
intestinal obstruction. I have been tempted a few 
times to open what was apparently an acute abdo- 
men, which later proved to be a cardiac condition 
with an abdominal mask. Most of us have seen 
rigid abdomens with much accompanying abdominal 
distress following insect bites, especially those of 
the black widow spider. 
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The vomiting, pain and rigidity of ureteral colic 
is hard to differentiate from intestinal obstruction 
occasionally, especially when our laboratory findings 
are obscured by a blockage of the ureter, although 
urine is obtainable from the affected side. Intestinal 
colic, gastric crises, and abdominal allergy may con- 
fuse us, but we are likely to discover simulating 
symptoms incident to acute disease early. 


Then, the patient’s history may mislead us as 
to the diagnosis, when he tells us that he has had 
a good bowel movement “last night or early this 
morning,” while his distension belies the statement. 
Sometimes, student nurses and orderlies tell us that 
the patient has had a stool, when as a matter of 
fact he has only passed a residue, which was washed 
out by one or more enemas. 


The truth is that patients sometimes pass consid- 
erable flatus when obstructed. Enemas can serve 
a useful purpose so far as the lower bowel is con- 
cerned, but, on account of the impermeability of 
the iliocecal valve in some instances, are of doubtful 
value in emptying the small bowel. 


Wakefield & Fredell 
on trying to pass air 
through the 
vice-versa. 


, 


reported their experiments 
and water from the 
valve into the and 
They examined 75 specimens at autopsy, 
and found that air and water passed readily from 
the ileum into the cecum in all experiments. How- 
ever when they attempted to pass water in the 
opposite direction, this valve tolerated pressures of 
50 to 60 cm water in half the specimens, if rupture 
of the cecum did not occur. 


ileum 


iliocecal cecum 


In this connection I might say that I think more 
care should be exercised in the administration of 
enemas. (I believe that a fatality resulted in at 
least one of my cases from the use of too much 
force.) There is a tendency for the colon to retain 
less fluid after repeated enemas. However, the use 
of plain water as an enema allows the patient to 
retain more fluid, while the use of 10% 
chloride enemas stimulates peristalsis. 


sodium 


Continuing our discussion of the diagnosis, when 
signs of obstruction are present, the biggest problem 
to be solved is whether it is a 
paralytic condition. 


mechanical or a 


Thomas H. Russel says that mechanical ileus may 
be differentiated from paralytic by inserting the 
gloved finger into the rectum, the most favorable 
time being soon after the bowel has been irrigated. 
In case the condition is one of mechanical obstruction 
the gloved finger meets with resistance, but in the 
event that the condition is paralytic, the ampulla 
of the rectum is widely dilated. 


Paralytic ileus is reported to present a silent abdo- 
men, but the sounds of mechanical obstruction may 
be heard almost continuously through the stetho- 
scope. Mechanical ileus produces cramps, but para- 
lytic little pain if Intestinal colic 


any. pain is 
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somewhat relieved by pressure on the abdomen, but 
the pain of obstruction is increased. 


We mind that many conditions 
outside the abdomen are known to produce ileus. 
Traumatic ileus may occur from disease or injury 
to other parts of the body such as pneumonia, brain 
injuries, fractures, etc. This might lead us to think 
that the patient with other injuries has sustained 
abdominal injuries also, when such is not the case. 


should bear in 


The diagnosis of large bowel obstruction is perhaps 
more easily made than that of the small bowel. It 
is here that the barium enema may be of valuable 
assistance. However, barium should not be given 
by mouth to diagnose obstruction of the small bowel 
when an operation is contemplated in the near future. 


A tumor mass can sometimes be palpated through 
the abdominal wall, or diagnosed through the procto- 
scope. Malignancy occurs more commonly in the 
left abdomen, and practically all malignant tumors 
of the colon produce an annular stricture sooner 
or later, if left Some of 
not seen until obstruction 


alone. these cases are 
occurs, or may present 
themselves on account of other conditions, and have 
a diagnosis made in course of a general examination. 

We have read a great deal about malignancy in 
both lay and medical press, and heard much of it 
over the radio, within months, but cancer 
sufferers are coming to us still, when it is too late 
to materially benefit them by the known methods 
of treatment. 


recent 


There are no 
malignancy 


doubt sign-posts on the road to 
that “even he who runs may read.” 
This is true of the malignant bowel also. 

One of the early signs is furnished by the blood 
picture of anemia, and the patient complains of 
weakness. There has been a change in the patient’s 
stool habits, and there is obscure pain in the abdo- 
men. He may have constipation and diarrhea 
He may have bloody stools occasionally 
or he may have a massive hemorrhage, all of which 
he may attribute to bleeding hemorrhoids. The 
presence of any of these symptoms, especially in 
later life, demand investigation. 


alternating. 


The treatment of intestinal obstruction depends 
on the cause and condition present, but it may 
at any time become a surgical emergency. The 
Wanganstein and the Miller-Abbott tubes have revo- 
lutionized the care of these cases. These patients 
are distended, and whether the obstruction is me- 
chanical or neuro-genic, decompression is indicated, 
and it is well to employ tubal drainage in either 
event, especially if the diagnosis is obscure. 


The Waganstein tube seems more adaptable for 
general use because of its easier passage, and be- 
cause a larger lumen is available for drainage, than 
that afforded by the lesser lumen of the Miller- 
Abbott. Less skill is necessary to pass the Wagan- 
stein, since with the Miller-Abbott some experience 
is desirable. 
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Stein & McNeer of the U. S. Army described a 
rapid method of passing the Miller-Abbott by using 
mercury to increase its weight, and thus facilitate 
its passage. Dr. Franklin I. Harris of San Francisco 
presented a paper on the same subject. He attaches 
a small bag of mercury to the Wanganstein tube 
for a similar purpose. In the presence of mechanical 
obstruction these tubes are capable of doing harm, 
and I would emphasize this in reference to the 
Miller-Abbott. Either should be used guardedly. 

How long shall we wait before surgical interven- 
tion? This may be a difficult decision to make in the 
given case. Decompression by tubal drainage, already 
mentioned, is indicated in almost all cases and the 
majority of patients will be helped by infusions and 
transfusions. When in doubt, it is at this juncture 
that the X-ray flat plate may prove of much diag- 
nostic value. 

Koucky & Beck classify the treatment of acute 
obstructions into three divisions: 1. Immediate op- 
eration; 2. Delayed operation; 3. Conservative treat- 
ment. They mention 48 hours as an arbitrary time, 
but conclude with the idea that conservative methods 
may at any time necessarily change to operative, 
and the proper time to make that decision depends 
on the diagnostic ability of the attendant. 

Complete obstruction may be so much improved 
by the use of tubal drainage for the time being 
as to afford a false sense of security and lead the 
defer operation. While some of the 
distension of intestinal obstruction is due to gas 
formation, a large part of it is due to swallowed 
air, and as patients swallow a good deal of air 
during anesthesia, the drainage tube should be left 
in situ when it is 
obstructed bowel. 


surgeon to 


necessary to operate on the 

To wait very late to operate jeopardizes the life 
of the patient and increases the hazards and diffi- 
culties of surgical Distended loops 
of intestine are anastomosis when 
that becomes necessary, and when covered with 
exudate are difficult to handle without rupture. 
When operating, if practicable it is better to ap- 
proach the constriction by way of the collapsed 
bowel thus avoiding the handling of the distended 
gut, with its attendant dangers. 


intervention. 
poor media for 


The obstruction of malignancy occurs most fre- 
quently in the region of the left iliac fossa. Ex- 
terioration and a second stage anastomosis at a 
later date may be the procedure of choice. 

The release of a constricting band may relieve 
the adjoining loop only to leave much remaining 
distension. The injection of an ampule of prostig- 
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mine methylsalicylate a few minutes prior to closing 
the abdominal wall facilitates the ease of closure 
in some instances but may be a dangerous drug to 
use in un-relieved mechanical obstruction. I believe 
that it is reasonably safe to use in paralytic ileus. 

In all abdominal to prevent future 
obstruction, the viscera should be handled as little 
as possible. To operate on a patient half anesthe- 
tized necessitates more or less traumatism and should 
be avoided. 

Dr. M. G. Seely of St. that the 
common glove powder we use is a factor not only 
in causing obstruction but 


operations, 


Louis states 
pre-disposes to cancer 
also and advises the use of potassium bitartrate in- 
stead of the think that 
the use of the sulfonamide drugs within the _peri- 
toneal cavity also produces obstruction in some in- 
stances, 

Drainage as a factor in the production of ad- 
hesions is fortunately being seen less often than 
formerly. 


silicates. Some surgeons 


SUMMARY 


1. The patient with signs of intestinal obstruction 
is an individual problem and in making a diagnosis 
many possibilities are to be considered. 

2. The decision surgery and _ other 
methods of treatment at the proper time is an im- 
portant factor in determining the prognosis. 

3. If surgery becomes necessary the patient should 
he in the best condition obtainable under the cir- 


between 


cumstances. 
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Practical Suggestions for the Care of 
Obstetrical Patients* 


Artuur L. Rivers, M.D. 
Charleston, S. C. 


Ideally, pregnancy is a physiological process, but 
actually pathological complications too frequently ap- 
pear. This paper is to emphasize the clinical appli- 
cations of procedures found practical in the practice 


of 


obstetrics. 


Case history is as important here as in any other 
medical condition, particularly menstrual history and 
that of previous pregnancies. A careful physical ex- 
amination should be made. The question of a vaginal 
examination on the first visit is debatable. I feel 
that this examination should be deferred until the 
tenth or eleventh week. By this time the patient is 
far enough along to make a diagnosis, it is early 
enough to correct any complicating pathology and 
there is less chance of precipitating an abortion. 


Until the last month routine abdominal examina- 
tions at each visit are unnecessary. During the last 
four weeks the size, presentation, position and amount 
of engagement of the presenting part can be de- 
termined. Primigravida with small or borderline 
measurements, abnormal presentations, or lack of en- 
gagement of the presenting part should have x-ray 
studies including x-ray pelvimetry. These studies 
should show antero-posterior and lateral views in- 
cluding the sacrum and an estimation of the outlet 
with special reference to the pubic arch. Physical 
findings should be carefully evaluated with those of 
x-ray, but neither should be relied upon entirely. 


Detailed instructions as to routine care should be 
given the patient. Such necessary information is too 
frequently neglected. Low heeled shoes, no tight 
garters, no douches or enemas unless specifically 
ordered, abdominal and breast support for comfort, 
light loose fitting clothing, no tub baths the last 
month. Activity should depend on what is usual 
for the individual, but no patient should take part 
in athletics. It is unnecessary to walk specified dis- 
tances. Travel should be restricted. When neces- 
sary, plane or pullman should be used. This is 
especially true around suspected menstruation when 
the uterus is more susceptible to stimuli and interrup- 
tion of pregnancy frequently occurs. All activity 
should be minimized around menstruation. 


Weight gain of only twenty pounds is important 
and should be stressed, not because it affects the 
size of the baby but because it is a protection against 
toxemia. There will be less indigestion, more normal 
bowel elimination, and more general comfort towards 


"Read before the Annual Session of the S. C. 
Medical Assoc., Myrtle Beach, May 2, 1945. 
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the end of pregnancy if a moderately strict well 
balanced diet is followed throughout. Not many 
years ago patients were instructed to eat little or 
no protein for fear of kidney damage. It is now 
generally agreed that a lack of protein predisposes 
to toxemia and that the diet should be planned 
around a high protein intake. J. A. Williams states 
that “Protein deficiencies may lower the pregnant 
woman’s nitrogen level, deplete the body tissues by 
utilizing them for normal protein needs, lower the 
serum protein level and lead to nutritional edema. 
By altering the colloid osmotic pressure of the serum 
protein they may predispose to toxemia of pregnancy. 
Anemia, poor muscle tone of the uterus, lowered 
resistance to infection and insufficient lactation may 
result.” Green vegetables and fresh fruits will supply 
most of the vitamins and minerals needed. Carbo- 
hydrates should be restricted to a minimum. Skimmed 
or buttermilk will not increase the weight, but will 
aid in providing calcium and minerals. Calcium with 
vitamin D should be routine. Calcium, besides pre- 
serving the teeth and improving bone formation in 
the baby, decreases neuritis associated with preg- 
nancy and aids the tone of uterine musculature. This 
increases the force of uterine contractions, shortens 
labor and minimizes bleeding after delivery. Both 
calcium and vitamin D aid lactation. If the neuritis 
is not controlled by calcium, large doses of thiamine 
chloride should be added until symptoms subside. 

Anemia of varying degree in pregnancy is shock- 
ingly high even in so called healthy people. Iron 
should be given routinely. Adequate amounts of 
iron can only be given by mouth, and liver should 
be administered perenterally. 

Laboratory studies should include routine Wasser- 
mann examinations, haemoglobin estimations, a red 
blood count and a study of a blood smear along 
with blood typing and Rh factor determination. 
Routine urinalysis at each visit should be done. 

Patients known to have had syphilis should be 
treated during each pregnancy irrespective of the 
Wassermann report. Sulfa drugs must not be given 
as they pass through the placenta and the concen- 
tration in the baby is higher than in the mother. 


The greatest tendency to anemia occurs around 
There is frequently 


the sixth and seventh month. 
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a diminution of erythrocytes out of proportion to the 
haemoglobin decrease. When the red count is lower- 
ed, liver parenterally in 15 unit doses twice a week 
causes marked improvement. Any patient who has 
a haemoglobin lower than 10 gms who does not 
respond to iron and liver therapy should have a 
transfusion before the onset of labor. 


Whenever transfusions are indicated the husband 
should be used as a donor only in an emergency. 
Statistics show there are more frequent reactions 
to the husband’s blood even though no apparent in- 
compatibility is present. Besides the routine match- 
ing and cross matching, Rh factor determinations 
should be done. 


In 1940, Landsteiner and his associates discovered 


that an agglutinable factor (Rh) present in the rhesus 
monkey also occurs in 85% humans (Rh pos) and is 
absent in 15% (Rh neg). Later it was found that 
Rh neg mothers and Rh pos fathers frequently pro- 
duced babies wth erythroblastosis. Further studies 
showed that 13% of marriages have Rh neg mothers 
and Rh positive fathers, yet the incidence of erythro- 
blastosis is 0.1 to 0.2%. When it does occur there 
is some mixing of maternal and foetal blood due to 
permeability, defects, etc. The combination does not 
predispose to abortion but may cause premature 
delivery and stillbirths. Breast feeding is contra- 
indicated. There is no definite agreement as to the 
best method of treatment of the Rh neg mother and 
Rh pos father combination. Some advise inducing 
labor as soon as the baby is viable to cut down 
the antibody reaction in the foetus. Others advise 
allowing the pregnancy to go to term and treating 
the baby by transfusion with Rh negative matched 


blood. It is debatable whether the difficulty of in- 
ducing premature labor and the strain of labor 
on the premature infant may not be worse than 


the possibility of erythroblastosis. I have delivered 
three normal children to one family of this type in 
two different all were full term babies. 
Not infrequently the husband of an Rh neg patient 
is also Rh neg, in which case the baby will be all 
right. Whenever the mother is Rh neg, the husband 
should be checked. 


instances; 


The most important reason for having Rh de- 
terminations is in case transfusions are needed. Rh 
positive patients can have any matched blood. Rh 
negative patients must have Rh negative matched 
blood. Occasionally Rh positive blood can be given 
without reaction, but Rh negative women who need 
blood have a better chance of later having normal 
children if they are given Rh negative blood. Levine 
has found that erythroblastosis foetalis is almost twice 
as frequent among Rh negative women previously 
immunized by transfusions. All hospitals should have 
available Rh negative donors and physicians should 
check all females for Rh factors before giving trans- 
fusions irrespective of the age of the patient. There 
is no other way known at present to minimize the 
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possible complications associated with Rh negative 
individuals. 

Morning nausea is a misnoma. The occurrence 
of nausea is variable and the time unpredictable. 
Use of sedatives, small frequent feedings, intravenous 
glucose and even termination of pregnancy are rec- 
ognized treatments. Opiates are contraindicated. 
Vitamin B complex parenterally, especially thiamine 
chloride (B:) and pyrodoxine (Bs) has given dramatic 
results in some cases. I have recently used the 
treatment of “forced hydration” suggested by Eller 
and Randall. They base their treatment on the 
theory that nausea of pregnancy is due to the high 
serum concentration of the chorionic gonadotropin in 
the early part of pregnancy. This hormone is elim- 
inated through the kidneys and the excessive water 
intake causes diuresis and decreases the concentra- 
tion of the gonadotropin, thereby lessening the nausea. 
They further found that to be effective the water 
must be taken in, specified amounts at specified times. 
A daily total of ‘fifteen glasses should be taken; four 
between breakfast and lunch, five between lunch and 
supper and six between supper and bedtime. Hot 
or salt water may be more easily retained. If a 
glass is vomited, the patient must wait a few minutes 
and drink another. If the nausea is worse in the 
evening reverse the schedule. In the author's series 
60% of cases were completely relieved. I have 
used it on twenty cases—fifteen were completely re- 
lieved within four days, three showed improvement 
and two found the treatment worse than the nausca 
and finally had to be admitted to the hospital for 
glucose. 


During labor the doctor should “see what a patient 
can accomplish, not what she can endure.” Strict 
asepsis is essential. Internal examinations whether 
rectal or vaginal should be minimized. 


The patient should be instructed to eat lightly after 
labor starts as digestion does not function normally. 
Clear liquids may be given so as to prevent de- 
hydration and aid diuresis, but if delivery is expected 
within four hours nothing should be allowed by 
mouth. If nausea is present, intravenous glucose not 
only settles the stomach and prevents dehydration, 
but also seems to stimulate uterine contractions. 


Elimination of bowels and bladder should be care- 
fully watched. A soda bicarbonate enema can be 
given if the membranes are intact and if delivery 
is not imminent. Frequent voiding should be en- 
couraged. Unless extremely distended the patient 
should not be catheterized until on the delivery table. 
An empty bladder prevents bladder injury and _per- 
sistent postpartum bleeding is frequently seen when 


the bladder is filled. 


Sedation depends not only on the individual case 
but-on the help available. The type of anesthetic 
for delivery is more important. Chloroform is still 
frequently used, but it is definitely contraindicated 
in any case of toxemia. When used for more than 
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a short time it frequently causes difficulty in re- 
suscitating the baby. 
and postpartum bleeding especially if uterine inertia 


It predisposes to third stage 
is present. It has a very narrow margin of safety 
and except for its rapid induction and recovery has 
toxic than 
usefulness. 


few good features. Vinethene is less 


chloroform and has a wider range of 
Nitrous oxide oxygen, ethelene, cyclopropane are all 
good anesthetics and for the average case give sat- 
isfactory results. Ether is slower in its action, the 
baby is harder to resuscitate, and the frequent post- 
anesthetic effect 
The addition of 
novocaine infiltration before an episiotomy greatly 


reduces the amount of anesthetic during the repair. 


partum bleeding and prolonged 


offset its wide margin of safety. 


The choice of episiotomy depends on the perineum. 
If the perineal body is sufficiently wide a mid-line 
If there is any doubt 
a medio-lateral incision is much safer and will not 
extend into the rectum. The method of closing the 
episiotomy is important. As few sutures as possible 


These 


incision can be safely used. 


should be used to closely approximate tissue. 


should be tied loosely so as to prevent ischemia. | 


#1 should be 
the muscle. A 
suture of the same material is put in the vaginal 
mucous membrane ending with the edges of the 
hymen in their If these 
hymeneal edges are correctly approximated the skin 
The skin is 
then closed with interrupted black silk vertical mat- 
tress When the skin sutures are cut they 
should be sufficiently long to bend over so that they 
do not stick the patient. The skin sutures are 
removed on the fourth or fifth day. Four percent 
mercurochrome is instilled into the vagina twice a 
day until the sutures are removed. 


Chromic catgut #0 or 


interrupted sutures in 


put in as 
continuous 


normal approximation. 


edges will fall together more easily. 


sutures. 


This prevents 
infection, and the added moisture keeps the patient 
more comfortable. If there is discomfort after the 
sutures are removed, heat applied to the perineum 
with an ordinary reading lamp gives considerable 
relief. 


The status of ruptured membranes has changed 
considerably in the past few years. At one time 
it was thought that if the membranes ruptured the 
patient would have a prolonged “dry labor.” It is 
now agreed that rupture of the membranes speeds 
rather than retards labor. In my opinion, an evalua- 
tion of the cervix is important in determining if and 
when the membranes should be ruptured. In other 
words the cervix is either favorable or unfavorable 
for artificial rupture of the membranes. A favorable 
cervix is soft, partly effaced and dilated. An un- 
favorable cervix is long, firm, tightly closed. The 
presentation, amount of engagement as well as period 
of gestation must be carefully considered. 


Uterine inertia results in prolonged labor, exhaus- 
tion of the patient, more chances of infection, fetal 
asphyxia, more frequent postpartum hemorrhage and 
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the temptation to interfere before the cervix is com- 
pletely effaced and dilated. Prophylactic treatment 
is the best. Proper prenatal care with adequate 
nutrition, especially protein, along with calcium and 
and will preventing 


Those cases having a previous history of prolonged 


iron vitamins aid in inertia. 
labor seem to be helped by the administration of 
estrogens in small daily doses two to three weeks 


The re- 


sults of such treatment are questionable because no 


before the expected date of confinement. 


two labors are ever the same irrespective of medica- 
tion. I have successfully used stilbestrol in one mg 
doses daily for three weeks before’ confinement in 
No. bad 
Careful evaluation of 
the type of labor before administration of sedative 
will help prevent inertia. Too heavy sedation in 
cases of poor labor makes a bad situation worse. 


cases having previous prolonged labors. 
effects have resulted so far. 


This is especially true of opiates and rectal ether. 


The curative treatment of uterine inertia is much 
more difficult. It is essential to determine if there 
is any pelvic dystocia present before attempting to 
stimulate the uterine contractions. Castor oil, quinine 
Adequate fluid 
and glucose’ intra- 
venously when the patient is unable to take fluids 
by mouth aids the strength of contractions. 


and hot enemas are of some value. 
intake to prevent dehydration 


Oxytocic 
drugs can be used, but indiscriminate use is exeremely 
dangerous. Ergot contraindicated 
since the resulting stimulation is too prolonged, may 
injure the baby, or even cause rupture of the uterus. 
Pituitary drugs when cautiously used improve con- 
tractions. The initial dose should be 
the doctor should watch the 
ordering subseqvent doses. Such a dose can be re- 
peated every half hour for a total of six doses if 
no bad reactions result. 


preparations are 


one minim 


and reaction before 


Never under any circum- 
stances should more than two minims of pituitary 
products be given before the baby is delivered. I 
have seen one minim of pitocin produce a contrac- 
tion lasting ten minutes, necessitating the use of 
an anesthetic to relax the uterus. 


Recently most encouraging results have been ob- 
tained with the use of calcium intravenously. Cal- 
cium gluconate (10cc 10% ) or calcium chloride given 
very slowly, not over lce per minute, every six 
hours, acts as a uterine stimulant and as a synergist 


to oxytocic drugs. 


As soon as the second stage is reached the patient 
should be delivered by forceps. The two main in- 
dications for forceps are maternal and foetal. Con- 
venience is not an indication either from the stand- 
point of the doctor, the patient or the relatives. 
There is no more valuable instrument in obstetrics 
than forceps and probably none more abused. Proper 
application with a steady pull exerted during a 
uterine contraction will require less force to the pull 
and cause less trauma to baby and mother. 


Many babies are lost or have permanent injuries 
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due to shoulders hanging up during actual delivery. 
The frequently advised method of downward traction 
on the head to dislodge the anterior shoulder from 
beneath the symphysis many times results in hema- 
toma in the neck muscles and injury to the brachial 
plexus. The following technique has been suggested 
and I have used this method many times with good 
results. The patient has the thighs flexed on the 
abdomen; constant and gentle pressure is exerted on 
the fundus by an assistant; the index and middle 
fingers are placed on the anterior surface of the 
clavicle that is posterior. Pressure is everted so as 
to rotate the posterior shoulder anteriorly in the 
direction of the baby’s back. In other words if the 
right shoulder is posterior, pressure is applied in 
front of the right clavicle and the right shoulder 
is rotated clockwise to bring it under the symphysis. 
If the left shoulder is posterior pressure is exerted in 
front the left clavicle and rotation is counter clock- 
wise to put the left shoulder under the symphysis. 
These maneuvers “unscrew the shoulders” as a bolt 
is unscrewed from a nut and there is less damage 
to the baby and to maternal soft parts. 


The complication of occiput posterior positions is 
not as serious as is generally believed. Many pos- 
teriors would rotate spontaneously if there was ade- 
quate force to the uterine contractions along with 
proper use of the auxiliary abdominal muscles. For 
this reason it is essential that as little sedation as 
possible be used so as not to retard or lessen the 
force of the contractions. The use of opiates should 
be minimized. Once the rhythm of the labor is 
upset by the use of sedatives, it is difficult to re- 
establish active labor again. In spite of all treat- 
ment, difficulties occasionally develop. 


The amount of blood lost at delivery and imme- 
diately postpartum is variable. The effect depends 
on the condition of the patient. Any excessive bleed- 
ing should cause apprehension and treatment should 
be instituted immediately. Mechanical means of 
massage and upward traction to put tension on 
uterine vessels will aid in controlling bleeding. Oxy- 
tocics along with calcium intravenously act as syner- 
gists and control many such hemorrhages. Uterine 
packing seldom does much good and it is debatable 
whether it may not cause shock and predispose to 
infection. Fluids intravenously along with plasma 
will prevent serious shock until blood can be given. 
It is essential to treat shock before it becomes so 
severe as to impede the treatment or has become 
irreversable. 


Care of the baby after delivery should not be 
over zealous. Preventing or removing obstruction 
to respiratory passages is important. As the baby’s 
head is being delivered a gauze sponge placed be- 
tween the labia and the baby’s mouth prevents 
amniotic fluid being inhaled. A long tipped rubber 
ear syringe will remove the mucous, etc., from the 
mouth and throat and the friction of the syringe 
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on the back of the throat causes the baby to cough 
and stimulates breathing. A tracheal catheter works 
just as well. Suction machines should not be used. 
Friction up and down the spine with the fingers 
stimulates respiration. Isaac Abt of Chicago says 
“any of the old treatments such as spanking, violent 
artificial respiration, cold baths, dilatation of the 
sphincter and Schultze’s swings should be obsolete.” 


It is now believed that stimulation of respiration 


should be of a mechanical nature. The use of 
drugs is becoming less popular. Alpha _lobeline, 
coramine and metrazol have all been used. Metrazol 


appears to be the least toxic and has fewer com- 
plicating side effects. Resuscitating machines when 
properly regulated are extremely valuable. 


Administration of vitamin K during labor and post- 
partum to the baby is being more widely used. I 
use it routinely and have found no bad effects. 


Restriction of visitors to husband and one other 
person for five days after delivery has increased the 
proportion of nursing mothers. Routine use of vita- 
min A and D ointment to the nipples has decreased 
fissures and sore nipples as well as mastitis. If 
mastitis does develop, the breast should be tightly 
bound, ice used for comfort and sedatives as indi- 
cated. The use of camphorated oil, heat, and mas- 
sage is obsolete and dangerous. The use of estrogens 
is now widely advocated. Stilbestrol mgl ‘two or 
three times a day until pain is relieved is the usual 
dose. My experience has that the use of 
estrogens frequently upsets subsequent menstruation 
and results in increased bleeding. 


been 


I have reserved 
its use to those cases having excessive congestion 
and pain after breasts are tightly bound. 


Inability to void is another postpartum complica- 
tion. The use of prostigmin 1-2000/lcc every hour 
for six doses i.m. will usually bring results. If this 
does not work and the patient needs to be catheter- 
ized, one drachm of 4% mercurochrome instilled in 
the bladder acts as an irritant and stimulates voiding. 
A urinary antiseptic given at the same time prevents 
infection. If the patient has not voided by three 
days, a retention catheter should be left in the 
bladder with continuous drainage for 72 hours. Most 
cases respond to this treatment. 


The pendulum in postpartum care is swinging to 
shorter convalescence. I feel that involution is a 
relatively slow process and if activity is begun too 
quickly there will be 
chance of infection. 


more 


morbidity and more 


In conclusion—merits and demerits of some every- 
day obstetrical procedures have been presented. The 
lot of the expectant mother, the parturient woman 
and the newborn infant will be improved when 
doctors understand the importance of an obstetrical 
conscience. 
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A Commentator’s View of the 
Medical Dilemma* 


Upton CLOsE 
Hollywood, California 


It is a great honor to me to be invited to lead 
I am going to do it in 
You know a lot more about 


off a discussion with you. 
the spirit of a forum. 
the answers than I do. 


I am going to give you what is the essence of a 
little look I have had into the Wagner-Murray- 
Dingell Bill and the forces that lie behind it. I 
found myself getting into what seemed to be just 
the very inside of the real plan to substitute state 
Socialism for the American system of enterprise and 
government. 


I wondered first of all why the stateists pick you 
doctors as the soft spot for the entering wedge. 
Why didn’t they pick the lawyers? Why didn’t 
they use them as their cutting edge of the wedge 
to get into the professions? They chose to let the 
Lawyers are pretty tough. They are 
a little more worldly wise. Then it seemed to me 
there were other reasons perhaps. Under the word 
“stateists” I group the state socialists of all types 
from the well-meaning “do-gooder” who calls himself 
a Christian Socialist, to the completely ruthless full- 
out Marxist who believes in revolution by force, the 


lawyers alone. 


abolition of all standards of what we have known as 
honesty, ethics and truth, and the use of any form 
of lying and misre>resentation and taking advantage 
of his victim’s basic honesty in order to undo him. 
Our stateists very carefully survey the field before 
they move. I find that their move on medicine is 
nothing new. It has been under preparation for a 
very long time. The first bill prepared under the 
title of Wagner-Murray-Dingell was back in 19438. 
In 1944, Mrs. Elearor Roosevelt came out in favor 
of this idea. In 1944 and 1945, the labor unions 
began getting behind it, first the CIO and eventually 
the A. F. of L. Then, when the ground 
had been very well prepared, a whole flock of bills 
which have associated with them the names of Wag- 
ner, Murray, Dingell, cr Pepper, appeared in Con- 
gress. One of those bills was passed by the House 
only the other day. Probably you didn’t even notice 
it. It was slipped through in a hurry, a ten million 
dollar grant for psycho-nenrotic clinics. Some medical 
men favor these grants-in-aid so long as they are 
administered by the local authorities. I think that 


leaders. 


*(This address by the noted commentator and news 
analyst, Mr. Upton Close, was presented at the 
annual Conference of Presidents and Other Officers 
of State Medical Associations in San Francisco, June 


30, 1946.—Ed. ) 


is a question which deserves a good deal of con- 
sideration and discussion. 


How far will the medical profession and individual 
doctors want to go in favor of these grants-in-aid? 
You may be sure that the people who are trying to 
set them up, good as they may be in principle, are 
the same people who are behind the overall bid] 
for state medicine—exactly the same people. Their 
both is the The grants-in-aid 
scheme is probably, from their point of view, a 
greasing of the wedge they are going to put in. 
Undoubtedly they intend that these grants-in-aid 
shall fall under the administration of people of their 
own stripe. 


aim in cases same. 


I don’t know what is going to happen 
million dollars for psycho-neurotic clinics 
provided the present bill gets through the Senate, 
but vou can imagine that it might fall into the 
hands of a number of young professors, each one 
setting out to use some of the government’s money 
to test out his own particular theories on a bunch 
of poor guinea pigs who happen to come under his 
control. 


to ten 


There is a whole flock of bills, all of them put out 
by this same group, designed to hammer away on 
a number of different fronts. One of them concerns 
the problem child—the so-called Pepper Bill. It is 
disguised as a medical bill. It is not a medical 
bill; it is a bill to state or its social 
workers control over a certain proportion, or maybe 
ell, of the youth of America under the guise of 
their need of medical attention. Under that bill, 
if it should pass as I read it, anybody could go to 
the local authorities and claim that Johnny Jones was 
not being properly raised by his father or his mother, 
and soon Johnny Jones would be under the control 
of the state, and his parents would have lost control 
of their own child. 


give the 


Now, the first thing that strikes a layman in 
studying this whole measure is that none of these 
bills originated with medical men. I can’t find any 
evidence that a single one of them originated with 
the medical profession or even from laymen who are 
particularly concerned with the health of the nation’s 
people. These bills originated from politicos, not 
from medical men. They were drafted in their 
present forms, which are just about the worst con- 
glomeration of vagueness and double meaning any 
one could possibly get into the English language, by 
fiftv-odd specialists in the Department of Social Se- 
curity. When the hearings were held on the bills 
in Washington, I am told, these men passed back 
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and forth between their own files in the Social Se- 
curity Administrative offices and the Senate offices 
where the hearings were being held, carrying with 
them huge quantities of material, files of one kind 
and another. They engaged in rude interruptions 
during the testimony; they acted as if they considered 
themselves part of the investigating committee—which 
in effect they were, of course. 


Now the question boils down to this in my mind: 
Is this whole effort to institute state medicine and 
all of the specific presentation of it something coming 
from men whose profession is to be concerned with 
the health of the nation and something which, there- 
fore, is intended to benefit the health of the nation? 
Or is this effort originating from men with a political 
purpose who aren’t primarily concerned with the 
health or welfare of the nation at all, but who are 
merely taking advantage of an opportunity that exists, 
perhaps, because of resentment and dissatisfaction 
with the cost of medical attention and hospitalization? 
The question of whether the motivation is political 
or whether it is the welfare of the public and the 
individual should be highlighted to the American 
public with a thousand times as much candlepower 
as it has had. 


I have often wondered just how the medical pro- 
fession regards itself, anyhow. I was trying to get 
myself boned up on some figures. I found a lot of 
conflicting figures as to what the investment of you 
men in your profession amounts to. Take just the 
125,000-odd members of the American Medical Asso- 
ciation. (1 believe there are 70,000 or 80,000 others 
recognized as M.D.’s.) But considering the 125,000 
A.M.A. members—suppose their education cost them 
$25,000.00 each. I should think that would be a 
conservative figure, wouldn’t it? Suppose their equip- 
ment, when they get into practice, is worth $15,000.00 
each. That is a $40,000.00 investment. That means 
five billion dollars of capital invested in the medical 
profession, just for training and equipment! A firm 
in the business of putting up electrical wires would 
say—what does it cost to provide service? What 
is the capital investment? If you are going to figure 
a 6 per cent interest on your capital investment, it 
amounts to three hundred million dollars a year, or 
$2,400.00 for each of the 125,000. Now I saw in 
a statement from the A.M.A. that the average income 
of the doctor was $5,000. Twenty-four hundred 
dollars of this is just interest on capital investment! 
That leaves him on the average, about $2,600.00 
actual earnings for the year. Something is wrong! 
I don’t know what it is, but I don’t believe men of 
your caliber should be working for me or anybody 
else for $2,600.00 a year! 


I have read from government figures used by 
these social welfare workers, that six or seven billion 
dollars a year is spent by the American public and 
government now on public health. Who is getting 
it? If the doctor is making:an average of $5,000.00 
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a year, he is certainly getting a very small cut of 
the amount being spent on public health, isn’t he? 
The doctors, according to these figures, get only 
six hundred and twenty-five million out of seven 
billion spent annually. 


Yet the doctor is getting most of the blame for 
the cost of people’s sickness. Apparently a very, 
very small proportion of money spent on ill health 
goes to the doctors. The bulk must be going to 
hospitals and for medicine. I don’t know where 
else it is going. It seems to me that these figures 
ought to be cleared up in the minds of the public 
before they are asked to decide whether the doctor 
is going to be made an agent of the government, 
and his freedom to practice as he wishes taken away 
from him. 


I have a lot of other questions I could ask, but 
they add up to the fact that it seems to me that 
M.D.’s are taking about as poor care of themselves 
as any group of professional men or workers in the 
country. This is a day when we have to take group 
care of ourselves or just get trampled under. This 
is a day when it is recognized as politically and 
morally ethical for shipworkers or streetcar workers 
or anyone else to strike and quit work if they don’t 
like the conditions. Our present government en- 
dorses the right to strike regardless of the public’s 
discomfort because of it. And yet, here is a group 
of men representing an investment of five billion 
dollars who allow themselves to be badgered and told 
by some officials in Washington that it is very wrong 
and wicked for them to talk about refusing to work 
under conditions which may be arbitrarily imposed 
on them. I don’t know any professional men or 
laborers in any other walk of life who are going to 
work under conditions that they regard as slavery, 
and I think that the public at large is not going to 
have much respect for the men of any profession 
who let themselves be badgered that way. I think 
the public would have far more respect for doctors 
if they would say: “The streetcar worker strikes 
against you whether you are sick or not, whether 
you are crippled or not, or whether you will starve 
without transportation to the job or not. 
not going that far. We are not going to strike 
against the public. We are going to continue to 
offer our services to sick people on exactly the same 
terms as before, but we are going to refuse to work 
for and under an administration arbitrarily set up 
over us, one that we have not willingly accepted.” 
As an outsider, it seems to me this would kill the 
whole project, the whole political project of enslaving 
the medical profession and making it part of state 
bureaucracy. 


We are 


You know that all of the things that have been 
promised to the patient in these pending bills are 
proved untrue. They are proved untrue now in 
Germany. They are proved untrue in England. Right 
now they are being proved untrue in New Zealand 
where there is a movement to turn medicine back 
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to the individual doctor after the state has emptied 
its treasury on it. You know the fallacies in the 
presentaton that get better and cheaper 
medical care if the state, if the politicians, control 
it. These untrue statements should be made much 
plainer to the common people in America, and you 
are doing us a disservice by not reaching them and 
telling them these things. The enemy is filling them 
full of this stuff. Every day seven or eight broad- 
‘asters over the networks are feeding it out because 
ther hearts are in the socialistic scheme. How many 
broadcasters have you got feeding out to those same 
audiences the correction of these lies? That is a job 
of public relations and it is also a job of self 
preservation. 


people 


So, here is a profession representing a huge invest- 
ment (an investment necessary for the welfare of the 
people) which certainly ought to be in an organized 
form exercising its rights to say what kind of condi- 
tions they will work under—just as General Motors 
management says what kind of conditions it will 
work under and what kind it will close shop under; 
just as the employees of General Motors say what 
kind of conditions they will work under and what 
kind they will close shop under. If the medical 
profession would do that, the scheme of the politicos 
for using you as the soft and sappy part of the 
American body politic into which they can drive 
their wedge of socialism would be deader than a 
dodo. Right then and there it would die, because 
you can’t have socialized medicine without doctors. 
Why fool around? The men who are against you 
are very powerful. They don’t care about your 
investment. They don’t about the public’s 
health, really. They are the same kind of men who 
put over Communism in Russia, and they put it 
over even though they had to kill twenty million 
people to do it. 


care 


There is one thing you doctors have to recognize, 
and that is, you have a Trojan horse inside your 
ranks. I have run into him, I have been bitten by 
him, kicked by him, several times already. There 
are non-doctors in charge of some of your organiza- 
tions, who help to hold you in leash, by telling you 
that you cannot ethically take a stand in your own 
protection. You medical men must be the judges 
of your own ethics. Remember that Marxists make 
a boasted policy of trapping honest men through 
their own ethics. 


I feel that developments on the voluntary basis 
are the finest counter to the despotic basis: such 
magnificent beginnings as Doctor Brunk’s Michigan 
plan. Yet this can have certain forces inside it 
trying in every way possible to bring state medicine. 
Gentlemen from these forces may happen to be on 
the board of this, that, or the other voluntary plan, 
and they are going to block any scheme for getting 
to the public with the true objections to that plan. 
If the wishes of these gentlemen are going to be 
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honored, then, my friends, you are sunk. You are 
finished, because these gentlemen who comprise the 
10 per ecnt Trojan horse among you, know what 
they want. What they want is to regiment you under 
state officers, and they are going to stop anything 
that hinders that development. They are going to 
stay in your organizations pretending they are of 
you, but stabbing you in the back. They are going 
to be in there working, and if 10 per cent can 
block the wishes of 90 per cent to fight state medi- 
cine, then you are going to have state medicine! 


Now it seems to me there 
public relations that doctors need help on. You 
know, the doctor is like the commentator. People 
write nasty notes to the commentator because they 
don’t like him. The doctor is likely to get the 
idea that everybody loves him. Well, a lot of people 
do love him and, perhaps, personally and individually, 
everybody loves him. But the public doesn’t love the 
medical profession, I am sorry to say. 


is one other angle of 


It seems 
to me that a lot of study should be given to the 
I wonder why the A.M.A. and 
groups of that sort do not set up very careful com 
mittees to study the question of what complaints the 
public has against the medical profession which are 
being formed into a crusade to put over state medi- 
cine. I have had a lot of experience with M.D.’s. 
I have often been ill in tropical countries. I was 
trying to think what it is that I have in my heart 
against doctors. Well, for one thing, absolute baffle- 
ment! I go to six or eight doctors, maybe, about the 
same lot of symptoms, and I get six or eight different 
diagnoses, and I wonder, are they just guessing? 


reasons for that. 


that it is difficult for doctors to deal 
with the public today because so many patients are 
psychoneurotic when they go to the doctor’s office. 
If the doctors tell them the trouble is in their heads, 
they get mad at the doctor, and if he tries to give 
them something to cure them that doesn’t work, 
they get mad at him just the same. So there it is. 
But if there is any way to eliminate this bafflement 
of the public, it would be of great use to the pro- 
fession. Again, you run into cases where over- 
specialization seems to be the trouble. It might 
be that there was a failure on the part of a gynecolo- 
gist and a urologist to get a proper diagnosis of a 
case. So each one went ahead treating what he 
saw, and there was a terrible expense and long 
months in the hospital. All that will be laid at 
the doctor’s door. Well, maybe there is a way to 
get more general supervision over the specialist for 
the sake of the poor guy who comes in and doesn’t 
know what is wrong with him or his wife. I don’t 
know. That is your problem. 


I realize 


Then again, I have heard complaints that the rich 
man is all right; he can afford it. The poor man 
gets wonderful public care by good and charitable 
doctors. But the middle class man is paying the 
bills, is paying more than he can afford. These 
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complaints are taken advantage of by the people 
who want to introduce state medicine. It might 
be possible to rectify to some extent these difficulties, 
but above all, it is possible for doctors to go out 
and tell their story to the public and get its sympa- 
thetic ear. If the story about the difficulty a doctor 
meets because of the psychoneurotic condition of so 
many patients were told to radio audiences, for in- 
stance, the public would say: “He is doing the best 
he can, and if state medicine came in, he couldn't 
do any better—might even be hampered.” 

I am convinced that the ultimate and best defense 
against state medicine is the voluntary medical in- 
surance plan. I don’t understand the distinction be- 
tween non-profit plans and profit plans. I suppose 
the doctor has to get paid in any case, and I think 
he should be properly paid. I think he should be 
much better paid than was suggested a week or so 
ago that he be paid in England. I notice that under 
the new English plan a doctor would start with 
not less than $2,000.00 a year, and by the time he 
is fifty years old, he will be earning $10,000.00 a year. 
That is state medicine for you, and no wonder the 
British doctors are beginning to rebel and are signing 
a pledge that they won’t work under it. The doctors 
have to be paid in any case, and if there is a selling 
service, that has to be paid for, too. 

I don’t know what you mean by profit or non- 
profit, but the very best way to combat state medi- 
cine is to go out and sell the people something 
better. Tell them why it is better, tell them it is 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


805 


voluntary, it is in accord with American traditions. 
The other thing is not American, it is Communistic, 
it is Marxist. Show them what they get for money 
they put in. Tell them that if they want medical 
care, here is a way they can buy it just as they pay 
for their life insurance. It won’t be taken out of 
their wages by their boss, under the direction of 
a tax collector! Sell them something. 

In other words, I think a great job of public 
relations is needed. Start fighting! You are going 
to find such organizations as CIO-PAC, the social 
workers and the “do-gooders,” the Communists and 
the half-Communists and the “pinkos”—you are going 
to find them too much for you unless you get out 
and fight. First of all, tell them pointblank and 
in an organized fashion—and enough of you to make 
it count—that you won't work for them. The public 
would applaud that! And cut out this nonsense that 
you aren't allowed to say anything in your own de- 
fense. Secondly, there are problems and difficulties 
with your patients. They go around complaining; 
well, why don’t the doctors do some nice complaining 
about patients? Turn the tables; ask them for their 
understanding; tell them what a doctor is up against. 
And thirdly, sell them something better in place of 
state medicine. There is no use being reticent about 
it. Buy radio time and get out and sell it for the 
simple good of the people. If you let them know 
it is there, they can buy it if they want to. If you 
sell what you have, I don’t think the Wagner-Murray- 
Dingell Bill will have much popular support. 


REMARKS AND ANNOUNCEMENTS 


KENNETH M. Lyncn, M.D., DEAN 


(Medical College of the State of South Carolina, Opening Exercises, September 26, 1946.) 


The fourth Thursday in September has returned 
to us as the day when the school bell rings for the 
beginning of another term of formally scheduled ed- 
ucational work, this opening exercise being the 120th 
of the Medical College. 

Four years ago with the beginning of the war 
time accelerated year-round schedule our dates be- 
came lost, and the school bell rang so much and 
so long that it lost some of its appealing tone. 
That is now in the past, and I hope will not return. 
The Medical College is now on an even keel of 
normal operation. 

The time is not long ago that the opening and 
closing of a medical school periodically signified just 
that. There was a period of about four months when 
at least the most of the activities of the Medical 
College were really closed and a large part of the 
plant literally deserted. 


That is no longer so. Except for the absence of 


the bulk of the students, this summer one could not 
tell that the College was not operating in full blast. 

That difference between the past and the present 
is because the functions, the workings of a medical 
school are no longer limited to the conduction of a 
formal educational schedule. Informal, postgraduate 
and special educational endeavor goes on constantly, 
as does a variety of research and public service ac- 
tivity. The Medical College is and will remain in 
full operation the year round. 

Formerly this occasion of today was one not only 
of welcoming the students but of reunion of the 
faculty. There is hardly one of the latter here today 
who I have not seen almost daily throughout the 
summer. 

This therefore becomes peculiarly an occasion for 
us of the teaching staff to see and to welcome in a 
body the members of the classes in nursing, pharmacy 
and medicine. Those who have been here before, 
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we are happy to see again. To the new recruits we 
extend a hearty welcome. To all we offer ourselves 
for your service throughout the remainder of your 
lives. 

ANNOUNCEMENTS 

As we go along in the normal course of procedure 
we will have natural losses and gains in the teaching 
staff. A president of Harvard once said that he 
considered his salary well earned if he found one 
worthy recruit to the faculty a year. 

This year the Medical College is fortunate in 
having back in its service those of the permanent 
staff who had been-absent in active military service, 
including Dr. Olin B. Chamberlain, who has become 
full-time Professor of Neuro-psychiatry, Dr. Pierre G. 
Jenkins, Dr. Archibald J. Buist, Dr. I. Ripon Wilson, 
Jr., Dr. Edward F. Parker, Dr. James O’Hear, Dr. 
John H. Murdoch, Jr., Dr. Henry C. Robertson, Dr. 
Thomas W. Reynolds, and Dr. Hampton Hoch. 

Additions to the full time staff are several: The 
professorship of physiology has been accepted by Dr. 
Theodore G. Bernthal, who will take up his duties 
within a few days. 
B. A., M. S., and M. D. at the University of Michigan. 
After serving an internship at the Rochester General 
Hospital he advanced through the ranks at Michigan 
to the position of Assistant Professor of Physiology 
from 1932-40, and then to that of Associate Professor 
at Vanderbilt University from 1941 to the present. 

Dr. Bernthal has arrived at a position of high 
repute in the medical teaching and research world 
and the Medical College is very fortunate in having 
him join its staff. 

Dr. Edward E. McKee, a graduate of the University 
of Pennsylvania, who served an internship at Pitts- 
burgh and then was associated with the department 
of pathology at the University of Cincinnati from 
1941 to 1943, when he joined the Army, has just 
been released to accept his appointment as Instructor 
in Pathology. 

Dr. William D. Hazelhurst, a graduate of Vander- 
bile University, who pursued his postgraduate training 
in medicine at that school and here, and who served 
in the U. S. Public Health Service, has been ap- 
pointed Associate in Medicine. 

Dr. James M. Wilson, a graduate of this school 
who accomplished a postgraduate experience at Duke 
University before serving in the Navy, has assumed 
the duties of his appointment as Associate in Ob- 
stetrics and Gynecology. 

On the debit side of our ledger, Dr. Walter L. 
Hard, Associate Professor of Anatomy, has left the 
faculty to accept the chair of anatomy at the Uni- 
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versity of South Dakota, and Dr. R. C. Stokes, of 
the Pharmacy faculty, has resigned to become asso- 
ciated with the University of South Carolina. 

This will see the largest enrollment the 
College has experienced, with 187 students in the 
School of Nursing, 75 in the School of Pharmacy, 
and 215 in the School of Medicine, a total of 477, 
not to count a number of veterans and others now 
attached to various departments in postgraduate or 
technical study. 

To all of the new students, I wish to call attention 
to the fact that you are now participants in the 
honor system which the student body and faculty 
administer in examinations and in general conduct. 
If you have not already secured a copy of the rules 
of this system, please obtain it from the Registrar. 


year 


To the entering class in medicine there is an item 
of particular interest. You will each receive a letter 
stating that unless the College shall be at least 
assured of the provision of full clinical teaching 
facilities for the number in the class by the time of 
your arrival at that phase of your course, the class 
may have to be reduced. 

Before the war the College admitted only 42 to the 
first year medical class. During the war, under 
pressing demand from several quarters the class was 
increased to 50 and then to 60. 

The increase was involved in the so called Medical 
College Expansion Program. This includes a new 
teaching hospital, in addition to the full facilities 
of the Roper Hospital, and completion of the 
quadrangle of the College plant proper. 

The State Legislature has appropriated $1,500,000 
toward ths purpose. The Federal government has 
made an appropriation and allotment to this State 
within the scope of which comes such a project. 

Unfortunately for any immediate use, these com- 
mitments do not agree in the particular of ratio 
between the two. While probably no immediate 
building could be done anyhow, it is important that 
we shall secure an agreement which will allow us 
to proceed when building conditions shall permit. 

There is no person nor any body of people to 
whom this matter is of greater importance than the 
of the It is for their particular 
benefit, and without success in it they would be the 
immediate losers. 


students school. 

For that reason I hope that you 
will all seriously consider that you can be of help 
in continuing our efforts of the past two or three 
years toward complete success in possessing fully 
adequate facilities to do well our job for the State 
and for medicine in all its phases. 
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WHAT HAVE WE DONE? 


In May 1944, our Association adopted a specific 
plan of action—known as The Ten Point Program— 
and on September 1 of the same year it was put 
into effect. Now that two years have passed, it is 
only right that we should look back over the twenty- 
six months and ask ourselves the question, “What 
have we done?” 


During the past two years our Association has: 


(1) Working with the Dean of the Medical Col- 
lege and his Advisory Committee, and with the 
Board of Trnstees of that institution, secured from 
the General Assembly an appropriation for a much 
needed expansion of the Medical College. 

(2) 


Administration whereby veterans with service con- 


Worked out an agreement with the Veterans 


nected disabilities can be cared for by their own 
physicians in their own communities. 

(3) Joined with the South Carolina Hospital As- 
sociation in securing enactment of legislation making 
possible the establishment of a statewide hospital 
service (“Blue Cross”) plan. 

(4) Joined with the Hospital Association and 
others in making provision for a state-wide hospital 
survey. This survey is being made by the State 
Planning, Research and Development Board. Three 
members of our Association are serving on the Ad- 
visory Hospital Council to this Board. 

(5) Carried out an intensive program of educa- 
tion of the public in behalf of a voluntary system of 
medical care as opposed to a federal system. 

(6) Aided communities in securing needed phy- 
sicians and assisted physicians in finding locations 
for practice. 

(7) Increased the membership of the Association 
to an all time high, with slightly more than one 
thousand members." 

(8) Established the Association as a potent voice 
in matters dealing with the medical and general 
welfare of our people. 

(9) Assumed an important place on the national 
platform of medical affairs through representation 


and participation in national conferences and organ- 
izations. 

(10) Laid the foundations for greatly increased 
activity in the coming years. 

The above listed accomplishments may fall short 
of what might have been done but they give ade- 
quate proof of the desire and ability of our Associa- 
tion to plan and work for the public good. It is 
true that certain of our leaders deserve much credit 
for what has been done, but their work would have 
been of little avail without the support of the mem- 
bers at large. 


HEART DISEASE AND TUBERCULOSIS 


(That statistics may suggest one thing to the 
casual reader and another to the student is well 
illustrated by the following editorial which appeared 
in the Oct. 4, 1946 issue of Public Health Reports. 
It bears out the fact that although heart disease 
should receive our great attention, no letup should 
be made in our fight against tuberculosis.—Editor ) 


Heart disease was the cause of 418,062 deaths in 
1944, or 30 percent of all deaths reported for all 
ages in the United States. Tuberculosis was reported 
as the cause of 54,731 deaths, or 4 percent of all 
deaths in all age groups. Since 1934, deaths reported 
as caused by heart disease have increased from 
303,724 to 418,062 in 1944—an increase of 38 percent 
over the annual deaths due to heart disease in 1934. 
In the same period, tuberculosis deaths declined from 
71,609 in 1934 to 54,731 in 1944—a decrease of 
24 percent. 


that heart disease is in- 
creasing in significance as a cause of death in the 
population as a whole, while tuberculosis is declining 
in significance. This is true for the entire population, 
on the basis of reported deaths, provided that these 
figures do not lead us into a misconception of the 
relative importance of tuberculosis as a cause of 
death among certain age groups. A study of data 
on age specific death rates discloses that, contrary 
to the impression given when deaths among people 
of all ages are considered, tuberculosis still stands 


This seems to indicate 
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out as a leading cause of death among the most equal emphasis should be given the problem. How- 
important age group of the population—persons be- ever, unlike heart disease, tuberculosis can be effec- 
tween 15 and 44 years of age. Here it is noted that tively controlled, and available methods for that 
tuberculosis was reported as the cause of death in control must be utilized to the utmost and at once. 
26,942 cases while diseases of the heart were re- The program of case-finding and follow-up should 
ported as the cause of 25,705 deaths out of a total be expanded rapidly. Only in this way will the 
of 185,131. There has been no change in this re- morbidity and mortality of tuberculosis be reduced. 
lationship since 1943. It is particularly important that the disease be elim- 

Any consideration of deaths in the total population inated among the people 15 to 44 years of age. This 
may indicate that heart disease should receive the group constitutes our reservoir of population replen- 
greatest attention. A careful weighing of the facts, ishment and is the source of our most vigorous 
however, will lead us to increase and not decrease labor supply. The continuation of a nation’s vitality 
the force of our attack on tuberculosis, which kills | depends upon the health of its people. We 
even more persons than heart disease in this principal 
productive and reproductive age group. This is not 


must 
put an end to the costly neglect of known control 
methods and take up positively the offensive against 
to say that heart disease among persons of 15 to 44 a disease that kills the young, the hopeful, and the 
years of age should be neglected. On the contrary, — strong. 





PROGRAM 


FIFTH ANNUAL POST GRADUATE SEMINAR 
ALUMNI ASSOCIATION 
of the 
MEDICAL COLLEGE OF THE STATE OF SOUTH CAROLINA 


Tuesday, December 3, 1946 
9:30 A. M. 


Dr. Wayne Babcock, Professor of Surgery, Temple University, Philadelphia—“Malignant disease of the 
intestinal tract, its recognition and treatment.” 


10:30 A. M. 


Dr. Dallas B. Phemister, Head Department of Surgery, University of Chicago—“The 


: treatment of 
malunited and ununited fractures. 


11:30 A. M. 


Dr. A. R. Shands, Medical Director du Pont Institute, Wilmington, Del.—“More common affections of 
the shoulder and knee, their diagnosis and treatment.” 


Clinical Case Presentations 
12:30 - 1:00 P. M. 
Dr. F. E. Kredel—Discussion by Drs. Babcock and Phemister. 
1:00 - 1:30 P. M. 
Dr. F. A. Hoshall—Discussion by Drs. Shand and Paul Magnuson. 
Round Table Discussions 
3:00 P. M. 
General Surgery—Drs. Babcock and Phemister. 


4:00 P. M. 


Orthopedic Surgery—Program arranged by the Fracture Committee of the American College of Surgeons 
for South Carolina featuring Dr. Paul Magnuson, Head of Veterans Adrainistration Surgical Service— 
former Professor of Bone and Joint diseases, Northwestern University, Chicago. 


5:30 - 7:30 P. M. 


Fort Sumter Hotel, Dutch Smoker given by the Alumni Association for all guests and their wives—$2.00 
per ticket. 
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Wednesday, December 4, 1946 
9:30 A. M. 
Dr. Philip M. Stimson, New York University and Bellvue Hospital—“Recent developments in _polio- 
myelitis.” 
10:30 A. M. 
Dr. William G. Lennox, Harvard, Boston—“Present day diagnosis and treatment of epilepsy.” 
11:30 A. M. 
Dr. Emil Novak, Johns Hopkins and University of Md. Schools of Medicine—“The mechanism and man- 
agement of functional uterine bleeding.” 
Clinical Case Presentations 
12:30 - 1:00 P. M. 
Dr. J. I. Waring—Discussion by Drs. Stimson and Lennox. 
1:00 - 1: ¢ * M. 
Dr. F. G. Cain—Discussion by Dr. Novak. 
1:30 P. _ 


The Medical College invites all present to luncheon in Medical College Library. 


Round Table Discussions 


3:00 P. M. 
Pediatrics—Drs. Stimson and Lennox. 
4:00 P. M. 


Gynecology—Dr. Novak 
5:00 P. M. 
Pathological Conference—pediatric case—Dr. K. M. Lynch, pathology laboratory. 


Thursday, December 5, 1946 
9:30 A. M. 
Dr. Charles A. Doan, Dean Medical School, Ohio State University, Columbus, Ohio—“Exact hemito- 
logic diagnosis and effective specific therapy.” 
10:30 A. M. 
Dr. Hobart A. Reimann, Professor of Medicine, Jefferson Medical College, Philadelphia—“The use and 
abuse of penicillin and streptomycin. 
11:30 A. M. 
Dr. William S. Middleton, Dean School of Medicine, University of Wisconsin, Madison, Wis.—“Viral 
hepatitis.’ 
Clinical Case Presentations 
12:30 - 1:00 P. M. 
Dr. W. H. Kelley—Discussion by Dr. Reimann. 


Round Table Discussions 
3:00 P. M. 
Infectious Diseases—Dr. Reimann and J. I. Waring. 
4:00 P. M. 
General Medicine—Drs. Middleton, Doan, and Claude Starr Wright (Teaching Fellow, Ohio State 
University. ) 
8:30 P. M. 
Founders Day Banquet, Francis Marion Hotel. 
Speaker—Dr. Wm. S. Middleton, Madison, Wis. 
“The Impact of World War II on British Medicine.” 


Anyone desiring hotel accommodations should request them through Dr. Horace G. Smithy, Depart- 
ment of Surgery, Medical College, Charleston, S$. C., at the earliest possible date. 

Dues of the Alumni Association are $5.00 per year, and along with voluntary contributions should be 
sent to Dr. Richard Hanckel, Treasurer, 96A Bull St., Charleston, S. C. 











WAVERLEY SANITARIUM, INC. 


(Founded in 1914 by Dr. and Mrs. J. W. Babcock) 


HOSPITAL FOR CARE AND TREATMENT OF 
NERVOUS AND MENTAL DISEASES 
SPECIALIZING IN ELECTRIC SHOCK THERAPY 
DR. CHAPMAN J. MILLING, Medical Director 


2641 Forest Drive Columbia, §. C. 
For reservation call: Superintendent 2-4273 
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Meeting of Council 
October 27, 1946 
Columbia Hotel, Columbia, 8. C. 


The Council met on October 27, at four p.m., in 
Columbia. MacDonald, Chairman, presided. Present: 
McLeod, Chapman, Chamberlain, Boyd, Moncrief, 
Sease, Mayer, Stokes, Thackston, Baker, Meadors and 
Price. Guest: J. D. Guess of Greenville. 


The date of the 
May 6, 7, 8. 


annual meeting was set as of 
McLeod discussed the plans being made for the 
annual meeting and outlined the tentative program. 
Following a general discussion, it was moved by 
Mayer and passed that the Association not provide 
a cocktail hour before the annual banquet. 


of the Medical 
Service Plans, outlined the activities and suggestions 


Guess, Chairman Committee on 


of his committee. Following this it was moved and 
passed that the Committee on Medical Service be 
instructed to prepare an act for presentation to the 
General Assembly which would allow the establish- 
ment of a medical service plan in South Carolina 
and that a copy of this proposed act be submitted 
to each member of Council at least two weeks before 
it was submitted to the Legislature. The committee 
was also instructed to work for the passage of the 
act during the sessions of the Legislature. 

Council approved the action of the Treasurer in 
transferring $4,500 from the current expense account 
to the Building and Loan Association of Florence. 
Association 
send a representative to the coming annual Confer- 
ence on Rural Health and Dr. A. W. Browning of 


It was moved and passed that the 


It was also 
suggested that the Executive Committee of the State 
Board of Health also send a representative. 


Elloree was designated as the delegate. 


The Secretary announced the resignation of Dr. 
C. G. Spivey as Chairman of the Exhibits. The 
Secretary was instructed to write a letter of thanks 
to Dr. Spivey for the splendid work which he had 
done. After discussion it was moved and _ passed 
that Mr. M. L. 
the exhibits. 


Meadors be placed in charge of 


Following a full discussion it moved and 


passed that 


was 
the insurance plan presented by the 
World Insurance Company be approved as acceptable 
and that a letter to this effect be sent to Mr. Felix 


Wheeler, representative of that Company. 


Following a lengthy discussion regarding the |i- 
censing of hospitals in South Carolina, it was moved 
and passed that a committee of three be instructed 
to meet with a similar group from the State Hospital 
Association for a general discussion of the whole 
problem. The committee was instructed to attempt 
to work out some plan which would be mutual, 
agreeable to the State Hospital Association and to 
our Association and to assist in the preparation of 


the necessary legislation for presentation to the Gen- 
eral Assembly. The committee, as appointed, con- 
sisted of Price, Meadors and MacDonald. The ques- 
tion of the X-ray program in tuberculosis now being 
carried on throughout the state was fully discussed. 
A committee composed of Chapman, Baker and Mon- 
crief was instructed to investigate the program and 


to report its findings. 


It was brought out in the discussion that lack of 
information on the part of Council regarding activities 
and programs of the State Board of Health tended 
to create misunderstandings and at times slight fric- 
tion. A committee composed of McLeod, MacDonald 
and Mayer, was instructed to meet with the Execu- 
tive Committee of the State Board of Health for a 
free discussion aimed toward a better coordination 
of the activities of the State Board of Health and 


, of the State Medical Association. 


There being no further business the meeting was 
adjourned. 


JuLiAN P. Price, 
Secretary. 


DR. DICKINSON JOINS A. M. A. STAFF 


Frank G. Dickinson, Ph.D., has resigned his posi- 


tion as Associate Professor of Economics at the 


University of Illinois to the position of 
Bureau of Medical 
Economic succeeds R. G. Leland, 
M.D.., had served as director of the 
Bureau of Medical Economics since it was established 
in 1931. 


accept 
and director of the 
Research. He 
retired, 


economist, 


who 


Except for one year at Pennsylvania State College 
where he received his A. M. degree, Doctor Dickin- 
son has taught at Illinois since graduation in 1921. 
He obtained his Ph.D. degree at Illinois in 1927. 
He served as president of the American Association 
of University Insurance during 1944 
and 1945, as its secretary-treasurer from 1932 to 
1937, and was one of the joint authors of the pre- 
liminary draft of the Illinois Code in 
1934-35. Doctor also a_ well-known 
pension and statistical consultant for corporations and 
is a contributor to scientific and popular journals 
(e.g. Saturday Evening Post). 


Teachers of 


Insurance 
Dickinson is 


Most people probably know him through the 
Dickinson Football Ratings and the Rockne Memorial 
Trophy, sponsored by the famous Four Horsemen, 
which he permanently awarded to the University of 
Minnesota in 1940. 
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OUR ADVERTISERS 


The following firms have carried advertising with us during 1946. They have helped to 


make the publication of this Journal possible and we ask that our readers bear this in mind. 


Abbott Laboratories 

Allen’s Invalid Home 
American Meat Institute 
American Optical Company 
Ames Company 

Ayerst, McKenna & Harrison 
Bilhuber-Knoll Corporation 
Borden Company 

Bristol Laboratories 
Broadoaks Sanitorium 

Brook Haven Manor Sanitarium 
Burroughs Wellcome 

Camel Cigarettes 

Coca-Cola Company 


Commercial Solvents Corporation 


Cook County Graduate School of Medicine 


Edgewood Sanitorium 

Eli Lilly and Company 

Estes Surgical Supply Company 
H. G. Fischer & Company 
Holland-Rantos Company, Inc. 
Hynson, Westcott & Dunning, Inc. 
Mead Johnson & Company 
Nestle’s Milk Products, Inc. 
Parke, Davis & Company 
William Perske 

Philip Morris & Co. 


Physicians Casualty Ass'n. 

Pinebluff Sanitarium 

Pinecrest Sanitarium 

Powers & Anderson of S. C., Inc. 
Reeves Drug Company 

Rhem’s Drug Company 

S. H. Camp & Company 

Schenley Laboratories, Inc. 
Schering Corporation 

Schieffelin & Company 

G. D. Searle & Company 

Smith, Kline & French Laboratories 
Southern Dairies 

Southern Medical Association 
Spencer, Inc. 

E. R. Squibb & Sons 

United-Rexall Drug Company 
United States Brewers Foundation, Inc. 
Upjohn Company 

Wachtel’s Physician Supply Co. 
Wander Company 

Waverly Sanitarium, Inc. 
Westbrook Sanatorium 

White Laboratories, Inc. 
Winchester Surgical Supply Company 
Winthrop Chemical Company 


Wyeth, Inc. 
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The Ten Point Program 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





ON SOLVING THE PROBLEM OF HEALTH 


The danger of efforts to over-simplify our national 
health problem is emphasized in an article just re+ 
leased by the Research Council for Economic Se- 
curity. Based upon a statistical study by Gerhard 
Hirschfeld, Director of the Council, and Carl W. 
Strow, his Associate, the statistics appeared originally 
in the Americaa Sociological Review under the title, 
“Comparative Health Factors among the States.” 


The figures are extremely interesting, and while 
they do not purport to prescribe the solution for 
the national health problem, their comparison, with 
to in the different states, 
sheds a new light upon the impracticability of efforts 
to provide a single cure-all. 


reference several factors 


About the only thing common to all of the states 
with respect to the matter of health, is the existence 
of a problem. That problem varies widely, depending 
upon many factors—climate, geographical situation, 
types of inhabitants, financial status and others. For 
instance, “If the proportion of physicians and hospital 
beds is two and three times as large in some states 
as in others, this does not mean that the remedy 
consists in providing two or three times the number 
of physicians and hospital beds in underprivileged 
areas. The medical needs are not necessarily for 
mere multiplication of numbers.” 


The article points out that while “Poverty is an 
entering wedge for illness, kidney trouble strikes the 
poor less often than it does the rich. 
states are beset by much illness, yet cancer is less 
common there. Briefly, there is more to the health 
problem than the supply of medical care.” 


The southern 


The fact that death from disease is by no means 
always an indication of the extent of medical care 
available, is illustrated by the authors in this way. 
Of the nine states with the highest mortality rate 
from heart disease, are in New England. 
People in these states, on an average, attain a higher 
age than in any other region. From these facts the 
conclusion is drawn that “Since heart disease is a 


seven 


disease of old age, this explains why more people 
die from heart disease in New England than in any 
other region. Mortality from heart disease in New 
England is evidence of long life rather than poor 
health.” 


The fact that of the ten states leading in mortality 
as a result of tuberculosis, eight are in the south, 
must not be considered alone, but in conjunction 
with the fact that except for “such sanitarium- 
equipped states as Arizona, Colorado, and Nevada, 
it will be noted that the leading states have a large 


non-white population and a low standard of living.” 
Again it is said, “Cancer mortality is most pronounced 
among older persons having good incomes and living 
in cities. It is hardly a coincidence that six of the 
seven highest states in cancer mortality are in New 
England. Influenza and pneumonia mortality rates 
are highest in the south where poverty and poor 
sanitation are important contributing factors.” This 
study of the distribution of mortality as related to 
the prevalence of specific diseases, serves to illustrate 
how the health problems of one locality or age group, 
or income group, differ from those of others. “If 
disease is regarded as a national public enemy, it 
should be noted that it is not like an army massed 
on open ground, which can be conquered by frontal 
attack, It is like an army which has been 
divided into small guerilla bands, each of which has 
to be searched out and crushed in turn.” 


more 


Similar variations are found with respect to the 
distribution of medical services, hospital facilities, 
sanitation, housing and other things. In Alabama, 
Mississippi, and the Carolinas, for instance, the av- 
erage of physicians is about one to 1400 persons, 
whereas in California and Massachusetts the propor- 
tion is twice as great. Supply of hospital beds vary 
from one to 600 persons in states like Arkansas, 
Georgia and Kentucky, to three times that many in 
Rhode Island, California and Mississippi. 


Like variations obtain regarding dental services, 
nursing and other medical facilities. Those of us in 
the south should be sufficiently familiar with our 
sanitation and housing problems to be impressed 
with the extent of their inadequacy. On the other 
hand, the housing situation in the large cities may 
be equally as difficult, but from somewhat different 
causes. 


The writers of the article conclude that “While 
health is a national problem in the sense that all 
people are affected by it in one way or another, it 
is really a combination of layers of regional, local, 
and individual problems sandwiched together. No 
matter which of these conditions we undertake to 
improve, we would waste part of our effort if we 
blanketed the country with a packaged program.” 


Again, “Those who advocate some single measure 
to safeguard national health fail to realize the com- 
plexity of the problem.” 


It is suggested that perhaps the development of 
methods and facilities in medical care has not kept 
pace with the development in the industrial and 
economic phases of life, and with improvement of the 
living standard generally in respect to other subjects, 
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Benzeclrine Inhaler epypeara 70 eliminate, 
with noae eptd’.,. If Can be adminigfoed 
wth Cate tytn Lr enfant.” 


Scarano, J. A., and Coppolino, J. F.:Arch. Pediat. 54:97 








Widespread pediatric acceptance 


Children accept treatment with Benzedrine Inhaler, 
N. N. R., willingly, often with eagerness, and show none 
of the hostility which so often complicates treatment 
with drops, tampons, or sprays. The Inhaler, 
furthermore, produces a shrinkage of the nasal mucosa 
equal to, or greater than, that produced by ephedrine. 
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250 mg.; menthol, 12.5 mg.; and aromatics. 
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through planning and expenditure by county, state 


and national governments. To illustrate, the past 
two decades have seen a wonderful expansion and 
development of our system of public highways, to 
the extent that now there is scarcely a community 
where more than a dozen people live which is not 
adequately servd not simply by a state or county 
road, but by a hard surfaced highway that will 
accommodate in all types of weather, the automo- 
biles now owned by practically all the families that 
live in those communities. 


There was a_ time ago, when the 


farmer living thirty miles from the nearest town 


many years 
realized that he could not expect prompt or adequate 
medical service. His family physician traveled with 
a horse and buggy and the road that led to the 
patient’s home was such that it would not have 
accommodated any other type of vehicle if it had 
been available. These were circumstances which the 
farmer recognized and accepted as a part of the 
game when he undertook to make a living and to 
rear a family on the farm. But today with good 
roads, good automobiles, modern farm machinery and 
rural electrification, and with the highest type of 
scientific medical research and facilities for treatment 
available in the cities, the farmer feels, and with 
good reason, that he and his family are entitled 
to the best that science and the medical profession 
have to offer. 


The Research Council in the same article, points 
out that efforts are being made to meet the situation, 
to extend the advantages that medical science has 
to offer to everyone in need of them. But these 
efforts, like the problems they are designed to meet, 
are varied and regulated acocrding to the particular 
locality, the type of people and the facilities at 
hand for the problem’s solution. Government has 
made its contribution in the field of sanitation and 
public health. Private enterprise has done much 
through the protection afforded employees against 
illness, accident and other hazards. Through the 
efforts of hospitals, doctors and public-spirited indivi- 
duals, means of providing for themselves at a mini- 
mum cost has been furnished to millions of others, 
through the Blue Cross Plans and through the rapidly 
increasing medical prepayment plans. In this con- 
nection, the important thing to be realized is not 
so much the actual extent of private coverage as 
the rapid growth throughout the last ten or fifteen 
years. 


And further plans are being perfected. We are 
quite sure that there has never been a time in this 
country when so much thought has been given by 
so many people to, and when such a quantity of 
material, most of it creditable, has been written on, 
the problems of health. Plans have been suggested 
within the last few months which at the time might 
have seemed far-fetched but which already have 
proved practicable. To such idea 


illustrate, one 
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was for the use of helicopters in those areas inaccessi- 
ble to the doctor and the ambulance through ordinary 
means of transportation. Already, since the idea was 


suggested, we have seen the helicopter used to 
rescue injured airplane passengers from the wastes 


of Newfoundland. 


A calm and dispassionate study of the statistics 
and clear reasoning from them, points unwaveringly 
to the conclusion which has long been recognized 
by many, that the problem is entirely too complex, 
that it different unrelated 
factors to be solved by any single overall national 
plan. 


involves too many and 
The real difficulty, the cause of the failure 
of the Office of Price Administration to accomplish 
that for which it 


different factors are involved in the determination of 


was intended, is that so many 
prices and in regulating the manufacture and flow 
market, that it 
humanly possible to take all of them into account 
and make the 
line to permit their regulation through artificial con- 
trols... The ideal is splendid, but practically it just 
doesn’t work satisfactorily. 


of commodities to simply is not 


necessary adjustments all along the 


The same thing will be 


true of any national system of regulated medical 


services. 


We thought it had always been recognized that 
the first step in the solution of any vast, complicated 
problem, is to break it down into its various parts 
to be dealt with, each in the appropriate 
The effort to medical 
seems to reverse the order of procedure as it en- 
deavors to lump all the little problems which are 
now being dealt with successfully by separate means, 


most 


manner, nationalize care, 


into one vast complicated project, which will present 
more headaches than the O.P.A., 
worked out as a whole. 


and can never be 


HOW SOUTH CAROLINA RANKS 


Statistics may be boring, but at the same _ time, 
they are frequently enlightening. 
in the statistical 


Figures included 
released by the Research 
Council for Economic Security and referred to else- 
where on this page, show how South Carolina stands 
in relation to the other states on several counts. 


survey 


because most 
of them relate to factors which have some bearing 


These figures are of interest here 
upon the health of the people and upon the current 
issues as to the adequacy of medical service. 


It is interesting to note that only one fourth 
(24.5% ) of our total population of 1,899,804 is in 
the urban areas; that nearly half (43%) are non- 
white; and that only 13.9% are members of families 
including three or more children under 10 years. 
(It is a revealing commentary on modern customs 
and manner of thinking that families of this size 
are classified as “large families.” What would the 
of the families of 
our childhood consisting of eight or ten or more?) 


statisticians have said of some 
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a switch 
in time 


A switcHu to ‘Wellcome’ Globin Insulin with 
Zinc can often save the annoyance of a second 
or third daily insulin injection—for in many 
cases the patient’s needs can be supplied with 
only one injection a day of this unique inter- 
mediate-acting insulin. Three distinct steps pro- 
vide the welcomed change-over: 


1. THE INITIAL CHANGE-OVER DOSAGE: The first 
day, 30 minutes or more before breakfast, give 
a single dose of Globin Insulin, equal to 2 the 
total previous daily dose of protamine zinc 
insulin or of protamine zinc insulin combined 
with regular insulin. The next day, dose may 


he increased to 24 former total. 


2. ADJUSTMENT TO 24-HOUR CONTROL: Gradually 
adjust the Globin Insulin dosage to provide 
24-hour control as evidenced by a fasting blood 
sugar level of less than 150 mgm. or sugar-free 
urine in the fasting sample. 


Be 
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3. ADJUSTMENT OF DIET: Simultaneously adjust 
carbohydrate distribution of diet to balance 
insulin activity; initially 2/10, 4/10 and 4/10. 
Any midafternoon hypoglycemia may usually 
be offset by 10 to 20 grams carbohydrate at 
3 to 4 p.m. Base final carbohydrate adjustment 
on fractional urinalyses. 


Most mild and many moderately severe cases 
may be controlled by one daily injection of ‘Well- 
come’ Globin Insulin with Zinc. Vials of 10 cce.; 
40 and 80 units per cc. Developed in The Well- 
come Research Laboratories, Tuckahoe, New 
York. U.S. Pat. 2,161,198. Literature on request. 

‘Wellcome’ Trademark Registered 
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Only 4.2% of the people in South Carolina reach 
an age of more than 65. (Population figures and 
Just why 
the percentage of long lives should be less than in 
many other states is a question that we are not 
prepared to answer. Undoubtedly this is the result 
In this connection, it is interest- 


percentage based on the 1940 census). 


of numerous causes. 
ing to note the comment in the article which accom- 
panied the survey, to the effect that people in New 
England reach, on an average, a higher age than 
in any other Here, for comparison, are 
the percentages of persons over 65 in the New Eng- 
land States: Maine, 9.5%; New Hampshire, 9.9%; 
Vermont, 9.6%; Massachusetts, 8.5%; Rhode Island, 
7.5%; Connecticut, The average for all the 
New England states is more than 4%% above that 
for South Carolina. We might have thought that 
the less strenuous life and the greater with 
which a living can be obtained in the south, would 
have caused the figures to tend in the opposite 
direction. 


region. 


- 
ie 3% . 


ase 


Passing from a study of life to that of death, we 
find that there are 68 deaths of 
per 1000 births. 
low of 33 in Minnesota and Oregon (both northern 
states with bitter cold winters) and with a high of 
100 (per 1000) in the hot climate of New Mexico. 
We are impressed with the fact that both Minnesota 
and Oregon are great farming states with wide rural 
areas and plenty of “great open spaces.” In South 
Carolina, of every 100,000 of the resident population, 
there are 190.2 deaths from heart disease; 48 from 
15.8 contagious-infectious 
The small number of deaths resulting from 
heart disease as compared with 354.4 (per 100,000 
of population) in Connecticut, 362.6 in Maine and 
412.9 in Massachusetts, appears to be directly related 


infants under 1 


year, live 


tuberculosis; and from 


diseases. 


to the long lives in those areas, since heart disease 
is primarily a disease of old age and responsible for 
more deaths in the upper brackets. 

The draft figures have been “kicked 
around” so much in the past few months that most 
doctors are probably already familiar with them. 
For ready reference, however, we mention the fact 
that in South Carolina 43.8% of the registrants from 
February 1943 to August 1943 were rejected. During 
the same period, the lowest percentage of rejections 
was 21.1% in 


rejection 


Kansas and Utah. while 
the only states having a higher proportion than 
South Carolina, were North Carolina with 45%, and 
Louisiana and Florida each with 46%. 


two states, 


According to this study, there are 68.7% of the 
dwelling units in South Carolina without sewer con- 
sha 


nections, and 22.7% in need of major repairs. 


The supply of physicians, according to figures as- 
sembled in 1940 and therefore not under wartime 
conditions, in South Carolina was one for every 1355 
of the population. There was one dentist for every 
5263 people; a nurse for every 615, and a hospital 
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bed to every 435 of the population. “Health Ex- 
penditures” of the State Government amounted to 
99c per capita, and health and accident insurance 
premiums $1.23 per South Carolina was 
notable among the states with a blank line to show 
that we had no prepaid medical care plan and no 
Blue Cross Hospitalization Plan. Only two other 
states could boast this dubious distinction—Idaho and 
New Mexico, each with a population of a little more 
than 500,000, about one-fourth that of South Caro- 
New Mexico, as we recall, was one of the two 
last states admitted to the Union. Idaho was not 
very far ahead of it. South Carolina boasts a dis- 
tinguished background. 
national flag is hers, as one of the thirteen original 
Yet, in the development of voluntary pre- 
payment medical and hospital service organizations, 


capita. 


lina. 


One of the stripes on the 
colonies. 


she ranks with some of the most recently admitted 
among the states. 


The figures on our standing as to illiteracy were 
taken from the 1930 census, and they show 14.9% of 
Undoubtedly our 
position has improved since that time, and it is 


the population as being illiterate. 


regrettable that more recent figures were not used. 
Office of 
of the total school enrollment in 


According to the records of the U. S. 
Education, 18.2% 
1941 and 1942 were in the secondary grades, (pre- 
sumably high and junior-high school). 


Here, now, are some figures which are indeed 
in the light of comparison 
In 1941-42 there 
was an expenditure for school purposes of $35.57 per 
child from 5 to 17 years of age in South Carolina. 
Only Alabama ($30.52), Arkansas ($29.17), Georgia 
($33.65), Kentucky ($35.39), Mississippi 
($16.15) spent less than we did. 
pended by government units for public recreation 
according to statistics compiled in 1940-42, 10c per 


interesting, considered 


with those relating to other states. 


and 
There was ex- 


capita, but again we were ahead of Mississippi with 
an expenditure of 3c, Arkansas, North Dakota and 
West Virginia with 7c and Wyoming 8c. 


Finally, in a general rating of the states on the 
basis of the referred to in the statistics, 
most of which are mentioned above, South Carolina 
ranked 45th in the field of educational facilities and 
recreation; 46th in economic resources; 36th in sani- 


factors 


tation; and 42nd in rate of mortality. These ratings 
certainly do not present our state in a very attractive 
light. One would think from reading them that 
we are unhealthy, without culture, lazy, lacking in 
ambition, and not always as clean as we might be. 
They will, however, not cause any loss of self-respect 
by the citizens of this good state, although they 
should be a source of inspiration to improve our 
position where improvement is most needed. Further- 
more, our report in such detail of the figures here 
given is not to be construed as indicating any ardent 
passion for statistics. We think they are useful as 
indicators, but in that capacity only. They denote 
trends and general situations. While it is true that 
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Kye -WILMESS 
Re ports... 


iy is one thing to read results in a 
published research. Quite another 


PUBLISHED STUDIES* SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 


But may we suggest that you make 


your own tests? 





PHILie Morris 


Puitie Morris & Co., Lrp., Inc. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*N. Y. State Journ. Med. 35 No. 11,590 
Laryngoscope 1935, XLV, No. 2, 149-154 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine 
new blend—Country Doctor Pire Mixture. Made by the same process as 
used in the manufacture of Philip Morris Cigarettes. 
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figures do not lie, the methods by which statistics 
are obtained, the extent of their completeness, ac- 
curacy and the purpose for which they are tabulated 
have important bearing upon the results indicated. 
Here however, the sources from which most of the 
figures were compiled are given, and they appear to 
be reliable. 


The Charlotte Observer of October 12th, for in- 
stance, commenting editorially upon the study from 
which taken, quoted Thurman 
Sensing of the Southern States Industrial Council to 
the effect that Federal Vital Statistics the 
South as the section with the lowest death rate, and 
he raised the pertinent question as to how this can 
be true if the South ranks at the bottom as to health. 
The answer, 


these figures were 


show 


is beyond the scope of our 
We think it should 
Council for Economic 
we may take the liberty of so 


of course, 
limited knowledge of research. 
be referred to the 
Security, 


Research 
and, fact, 
referring it. 


AN EXPERIMENT FAILS 
Nicholas P. 


in the 


Mitchell, 


Greenville 


who writes a daily column 
has commented more than 
controlled 
He wants it clearly understood that 
he is not to be classified at this time either as an 
opponent or a proponent of the measures that have 
been advanced. In his column of October 3rd, he 
this way: “Not having the ability to 
close my mind to the opposing side of a question 
as readily as some people, I frankly do not know 
yet just where the correct position is on socialized 
medicine. I do know that the people of this country 
are entitled to medical service and hospitalization at 
rates they can afford to pay.” 


News, 
once recently on the 


medical care. 


question of state 


expresses it 


Mr. Mitchell goes on to say that the tremendous 
shortage of hospital facilities is the most distressing 
feature of the today, leaving aside the 
method by which the institutions should be staffed 
or the expenses paid. 
work is 


situation 


In that connection, preliminary 
being done to remedy the situation, 
through the survey now in progress under the direc- 
tion of the Planning and Development 
Board under the terms of the state statute passed 
this year, and Public Law 725 (the Hill-Burton Bill). 


now 


Research, 
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Mitchell calls attention 
failure of one effort on the part of Government 


In the same column, Mr. 


on a limited scale. 
Referring to the Rural Health Service organized a 
few under the 
Department of Agriculture, 
Nichols of Atlanta, Texas, to 
the effect that his County Medical Society was told 
that the 
with 


to work out a “medical Utopia” 


years ago in Texas, 
auspices of the U. S. 


he quotes Dr. Joe E. 


Cass County, 


program referred to had no connection 


socialized medicine. It seems that assurance 
was also given that local doctors would help shape 
Health 


the clinching argument was 


and, of 
“that the 
greater medical care for the low-income families was 
a patriotic duty.” 


the policy of the Services course, 


provision of 


Nichols’ how the 


situation has worked out, as quoted in Mr. Mitchell's 


The following is Dr. view on 


column: 


“We were told that only the low-income farmers 
With that understanding, we 
pledged full cooperation in organizing the experi- 
mental, group. 


would participate. 


“About two months after the organization started 
a controversy 
of the Since then 
the doctors have had nothing to do with the policy 
making of the association. 


arose which resulted in the dismissal 


advisory committee of doctors. 


“Both doctors and patients have become disgusted 
with this form of organization and undoubtedly this 
is the last year it can operate in Cass County. Fewer 
than 1,000 members are on the rolls now, and it 


required a six-weeks advertising campaign to win 


them. 


“The chief failure that 
the friendly relationship between doctor and patient 
The average 
hospitalization is less than $2.00 a day. A complete 
physical examination, including laboratory work, nets 
the doctor about sixty cents, 


reason for the has been 


has almost been destroyed. rate for 


and the members no 
the 
If the citizens of Cass County are permitted 
to write the final verdict there seems little doubt as 
to the outcome. Out of 4,500 eligible families, only 
845 are participating in the program.” 


longer are confined to those in low-income 


group. 


As Mr. Mitchell aptly remarks, 
might study 


“Social planners 
this experiment with profit.” 








Announcement has been received of the marria 
of Dr. C. Eugene Yeargin of Laurens and Gree Sa 
and Miss Jean Raneal Shaw of Boston. Dr. and 
Mrs. Yeargin are living in Greenville where Dr. 
Yeargin is practicin ponies. 

Dr. and Mrs. W ‘illiam C. Cantey of Columbia are 
receiving congratulations on the arrival. of a daugh- 
ter, Blanche Dennis, on October 5. 

Dr. John Scurry (Jack) is now practicing medicine 


in Greenwood where he is associated with his father, 
Dr. C. J. Scurry, and his brother, Dr. Brooks Scurry. 

Dr. O. Z. Culler of Orangeburg and Dr. A. E. 
Baker of Charleston were the guest speakers at the 
September meeting of the Coastal Medical Society 
in Walterboro. 

Dr. 7 M. Timmons has recently become as- 
sociated with his father, Dr. H. L. Timmons of 
Columbia. 
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DEPENDABILITY... the most important quality in a contraceptive 


the extra assurance 
With every tube of 
a Koromex Jelly 











we 


sy 

ee si ie S 
; ee 
sual ele a 
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ACTIVE INGREDIENTS: Boric acid 2.0%, oxyquinolin benzoote 
0.02% and phenylmercuric acetate 0.02% in a base of glycerin, 


gum tragoconth, gum acacia, perfume ond de-ionized water. 
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SCIENTIFIC EXHIBIT 
Centennial Session—American Medical 
Association 

At the Centennial Session of the American Medical 
Association to be held in Atlantic City, June 9 to 13, 
1947, the Scientific Exhibit will include both the 
history of medicine during the past Century and 
the latest developments of medical science. 

Application blanks for space are now available. 
All applicants must fill out the regular form. Appli- 
cations close on January 13, 1947, after which time 
the Committee on Scientific Exhibit will make its 
decision and notify the applicants. 

Application xm fl for space should be procured 
as soon as possible. They are available from The 
Director, Scientific Exhibit, American Medical Asso- 
ciation, 535 North Dearborn Street, Chicago 10, 
Illinois. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 1947 AWARD CONTEST 
The National Gastroenterological Association an- 
nounces its Annual Cash Prize Award Contest for 
1947. One hundred dollars and a Certificate of 
Merit will be given for the best unpublished contri- 
bution on Gastroenterology or allied subjects. Cer- 
tificates will also be awarded those physicians whose 

contributions are deemed worthy. 

Contestants residing in the United States must be 
members of the American Medical Association. Those 
residing in foreign countries must be members of a 
similar organization in their own country. The win- 
ning contribution will be selected by a board of 
impartial judges and the award is to be made at 
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the Annual Convention Banquet of the National Gas- 
troenterological Association in June of 1947. 

Certificates awarded to other physicians will be 
mailed to them. The decision of the judges will be 
final. The association reserves the exclusive right of 
publishing the winning contribution, and those re- 
ceiving certificates of merit, in its Official Publication, 
THE REVIEW OF GASTROENTEROLOGY. All 
entries for the 1947 prize should be limited to 5,000 
words, be typewritten in English, prepared in manu- 
script form, submitted in five copies, accompanied by 
an entry letter, and must be received not, later than 
April 1, 1947. Entries should be addressed to the 
National Gastroenterological Association, 1819 Broad- 
way, New York 23, N. Y. 


The fifth annual meeting of the American Academy 
of Dermatology and Syphilology is scheduled for 
Cleveland, Ohio, from Saturday, December 7 through 
Thursday, December 12, it is announced by Dr. 
Earl D. Osborne, secretary of the Academy, 471 
Delaware Ave., Buffalo, N. Y. This will be the first 
meeting of the group since December, 1941, and it 
is expected to attract more than 1000 members, ac- 
cording to Dr. Osborne. 

The principal sessions will be held at the Statler 
hotel with daily symposia at the Allerton hotel and 
teaching clinics at Cleveland City hospital Monday, 
Tuesday, and Wednesday of the convention week 
There will be an extensive scientific and commercial 
exhibit held in connection with the meeting, which 
will feature special lectures by members of the 
academy and by famed authorities in such other 
fields as atomic energy, radiology, and surgery. 





PUBLIC HEALTH NEWS 





RAPID TREATMENT CENTER CLOSED 

Dr. C. L. Guyton, Director, Division of Venereal 
Disease Control, has announced that the Rapid Treat- 
ment Center, located in West Columbia, was closed 
on Friday, October 11. Hospital equipment and 
supplies are now being transferred to the former 
Florence Army Air Field Hospital near Florence. 
Transfer of equipment and preparation of the hospital 
for the receiving of patients will require several days. 

The capacity of the hospital will be somewhat 
limited at first, owing to the fact that the hospital’s 
capacity was only 118 beds, and the changes neces- 
sary to increase this capacity have not yet been 
completed. Another cause of delay is that many 
members of the hospital staff do not wish to move 
to Florence, and it will be necessary to recruit addi- 
tional nurses and clerical workers. 

Dr. Guyton says full information regarding the 
opening of the hospital and the allotment of patients 
to be accepted will be sent to each county prior to 
the opening date. 





101 APPLICATIONS FOR PUBLIC HEALTH 
FACILITIES APPROVED BY FWA 

H. M. McElveen, Special Assistant to the State 

Health Officer, has announced that 101 applications 


for health centers and sewer, water, sanitation and 
hospital facilities in South Carolina have been ap- 
proved by the FWA. Included are 87 projects for 
sewer, water, and sanitation facilities, and 14 projects 
Total esti- 
Ad- 


for hospital facilities and health centers. 
mated cost of the applications is $12,273,139. 
vance funds already approved total $357,728. 

Recent advance funds approved include: 

Orangeburg, $3,750 for sewer facilities, $4,200 for 
water facilities, $1,667 for storm sewers, $1,353 for 
sewerage system. 

Lake City, $2,350 for sewer facilities. 

Clinton, $1,760 for facilities, 
sewer facilities. 

Pendleton, $3,515 for sewerage system and treat- 


sewer $1,387 for 


ment plant. 
Wagener, $2,400 for sewerage system. 
McCormick , $3,512 for health facilities. 
Branchville, $5,042 for sewer facilities. 
Darlington, $1,942 
sewer facilities. 


for sewer facilities, $2,657 for 


CAMPAIGN TO COMBAT HEART DISEASE 


The initiation of a nationwide program of public 
education and information on diseases of the heart 
has been announced by officials of the American 





Guiding Principles 
in Estrogen Therapy 


Because estrogens are usually required | 
over prolonged periods, 
the preparation chosen should be: 


@ Similar in activity to nature’s own hormone; 
@ Easily administered by the patient herself; 
@ Relatively free from side reactions; 


@ And ... . . « « imexpensive. 


ESTINYL it. 


ESTINYL (ethinyl estradiol), a derivative of the natural 
follicular hormone, embodies these desirable attributes. 
In the menopause one tablet of 0.05 mg. daily usually 
suffices, but two or three tablets may be used daily to con- 
trol severe symptoms. 

ESTINYL Tablets 0.05 mg. (pink) and 0.02 mg, (buff) 
in bottles of 100, 250 and 1000 tablets. 


Trade-Mark ESTINYL—Reg. U.S. Pat. Of. 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 


Sehering CORPORATION - BLOOMFIELD, N. J. 
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Heart Association, Inc. 

The program, according to Dr. Howard F. West, of 
Los Angeles, President of the Association, will have 
as its prime purpose “the dissemination of educational 
information to the public in a broad effort to retard 
the rapid increase of heart disease throughout the 
nation.” 

“Fatalities ascribed to diseases of the heart,” Dr. 
West said, “are greater than the total of the next five 
leading causes of death. It is essential, therefore, 
that the public know more about the significance of 
blood pressure, infections, overweight, rheumatic 
fever, and other factors which contribute to various 
types of heart disease.” 

It is estimated that there are more than 4,000,000 
people in the United States today who have heart 
Diseases of the heart and blood vessels, 
including cerebral hemorrhage, accounted for 575,000 
deaths in 1944. Fatalities from the five other leading 
causes in 1944 were as follows: 


disease. 


Cancer 171,000 
Accidental Deaths 95,000 
Nephritis 92,000 
Pneumonia 64,000 
Tuberculosis 55,000 


In addition to accounting for more fatalities than 
these five causes combined, heart diseases are re- 
sponsible for an annual loss of more than 100,000,000 
work days. 

Officials of the American Heart Association 
that the Association’s program will call for emphasis 


state 
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on educational work with schools, parent-teachers’ 
associations and other groups concerned with children 
because of the importance of rheumatic fever and 
heart According to recent surveys, this 
scourge of children causes more than five times as 
many deaths as the combined total of deaths from 
infantile paralysis, scarlet fever, diphtheria, measles, 
meningitis, and whooping cough. It is a_ serious 
disease among adults, too, as illustrated by the esti- 
mated 40,000 veterans who acquired the disease 
during their recent military service. 

The War forcibly dramatized the need for a 
national health program designed to retard the in- 
crease in heart disease cases. An estimated ten 
per cent of the men rejected by the U. S. Selective 
Service were disqualified because of cardio-vascular 
diseases (diseases of the heart and blood vessels). 
In a survey of a special sampling of 5,000 rejectees 
for cardio-vascular diseases in five major cities— 
Chicago, New York, Boston, Philadelphia, San Fran- 
cisco—50% had been disqualified because of rheu- 
matic heart disease. 


disease. 


The second greatest cause of 
rejection due to cardio-vascular diseases was hyper- 
tension (high blood pressure), which accounted for 
25.6% of the disqualifications. 

The educational campaign of the American Heart 
Association will reach its climax during National 
Heart Week to begin on February 9, 1947, which 
includes St. Valentine's Day. It is expected that all 
branches of medicine, pharmacy, insurance, industry 
and many other groups interested in health and public 
welfare will cooperate fully. 





WOMAN’S AUXILIARY 


SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. S. Harry Ross, Anderson, S. C. 


Publicity Secretary: Mrs. J. R. Young, Anderson, S. C. 





The Spartanburg Medical Auxiliary held their reg- 
ular meeting at the Cleveland Hotel in August. Fol- 
lowing a luncheon Dr. D. Lesesne Smith, Jr., Presi- 
dent of the Spartanburg Medical Society, presented 
a most interesting paper on the Spartanburg County 
Baby Hospital at Saluda. ; 

The treasurer reported that the Auxiliary’s goal of 
$5,800 for the Cancer Drive had reached the $4,200 
mark. She also reported that the Jane Todd Memorial 
Fund had been contributed to generously. 





Mrs. Vance W. Brabham entertained the Edisto 
Medical Auxiliary with a luncheon at her home on 
Tuesday, September 24th, 1946. The guest of honor 
was Mrs. Harry Ross of Anderson, State President 
of the Auxiliary. 

Mrs. Brabham’s home was artistically decorated for 
this important first meeting of the Fall. In the living 
room was an arrangement of pink dahlias, and on 
the mantel was an exquisite arrangement of pink coral 
vine and blue morning glories. ' 

Preceding the meeting, members and guests were 
invited into the dining room where a delicious 
luncheon was served buffet style. The luncheon 


table, with its cream colored damask cloth, its blue 
Wedgewood china, and a low bowl of pink giadioli 
and white pom pom chrysanthemum, was lovely. 
Mrs. H. M. Eargle, president of the Auxiliary, con- 
ducted the meeting. She reported that Dr. Hartzog, 
president of the County Medical Society, had named 
Dr. C. A. Mobley, Dr. G. M. Truluck and Dr. O. Z. 
Culler to serve as an Advisory Council for the year. 

Mrs. G. M. Truluck urged the members to sub- 
scribe to the Bulletin and Hygeia magazine. 

Mrs. Vance W. Brabham then introduced the guests 
of the Auxiliary, Mrs. Harry S. Ross of Anderson, 
State President of the Auxiliary, Mrs. Emmet Madden 
of Columbia and Mrs. David F. Adcock of Columbia, 
President-Elect of the Auxiliary. 

Mrs. Ross then gave a talk on the service rendered 
by doctors’ wives in their respective communities on 
Health Programs. She stated that the aim of the 
Auxiliary this year was “Service to Others,” and that 
this year, it would be more explicitly Health Educa- 
tion, stressing the point that the place to start with 
is children. One of this year’s aims, too, is a Medical 
Auxiliary in each of the 46 counties. 

At the conclusion of the program, the meeting 
was adjourned by the president. 
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DEATHS 





Simons Ravenel Lucas 


Simons Ravenel Lucas, 61, died at the Columbia 
Hospital on October 5th. He had suffered a heart 
attack during the closing minutes of the Alabama- 
Carolina football game and expired a short time 
after he reached the hospital. 

A native of Florence, Dr. Lucas received his 
education at the University of South Carolina and 
at the Medical College of the State of S. C. (Class 
of 1910). Following internship at Roper Hospital 
Dr. Lucas entered general practice in Florence. 
Subsequently, he did postgraduate work in New 
York at the Eye and Ear Infirmary. Returning to 
Florence he devoted himself to his specialty and 
later limited his work to ophthalmology. In_ this 
latter field he became recognized as one of the 
leaders in the state. He was a Licentiate of the 
American Board of Ophthalmology and a Fellow of 
the American College of Surgeons. 

Dr. Lucas was a man who interested himself in 
civic and church affairs. For ten years he was a 
member of the Board of Trustees of the University 
of South Carolina. In his local community he was 
the Junior Warden of St. John’s Episcopal Church, 
a past president of the Rotary Club and an active 
participant in philanthropic organizations. 

A man of winsome personality, genteel courtesy, 
and a big heart, he was loved by those who knew 
him as few physicians are loved. He was a living 
example of a Christian gentleman. 

Dr. Lucas is survived by his widow, Mrs. Natalie 
Bettis Lucas, two daughters and four grandchildren. 


Harry Hammond Griffin 


Harry Hammond Griffin, 70, died in Columbia 
on October 9 following a long illness. 

A native of Florence, Dr. Griffin held degrees 
from Vanderbilt University and from the Medical 
College of the State of S. C. (1902). For many 
years he served on the staff of the State Hospital 
of which his father had been superintendent for 
fifteen years. 

Dr. Griffin is survived by his widow, Mrs. Emily 
Pinckney Griffin, and two daughters. 


Henry Herbert Workman 


Henry Herbert Workman died on October 10. He 
had been in declining health for a long time and 
critically ill for ten days. 

A native of Woodruff, Dr. Workman attended 
Furman University and was graduated from the 
Medical College of the State of S. C. (1905). For 
forty-one years he engaged in general practice at 
Woodruff. He was prominent in the work of the 
Baptist Church and was an active Mason. 

Dr. Workman is survived by his widow, Mrs. 
Carrie Rogers Workman, two sons, Henry H. Work- 
man, Jr. and Dr. John Anderson Workman. One 
of his brothers, Dr. B. J. Workman, is a surgeon 
in Woodruff. 








Edward Clayton Stroud 


Edward Clayton Stroud, 71, an Honorary Member 
of the S. C. Medical Association, died on October 2. 
A native of Greenville County, Dr. Stroud was a 
graduate of the University of the South Medical 
Department (Sewanee) (1899). For forty-six years 
he practiced medicine for the people of Marietta 
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and the surrounding community. 
Dr. Stroud is survived by his widow, Mrs. Daisy 
Good Stroud, two sons and one daughter. 





Caleb Wooster Harris 


Caleb Wooster Harris, 75, died at his home in 
Bishopville after an illness of several months. 

A native of Darlington County, Dr. Harris received 
his medical education at Vanderbilt University 
(1894). In 1897 he located in Bishopville where 
he carried on a general practice up to the time of 
his last illness. 

Dr. Harris is survived by three daughters. 








BOOK REVIEWS 





PRACTICAL MALARIOLOGY 


(Prepared under the auspices of the Division of 
Medical Sciences of the National Research Council.) 


By 
Paut F. Russetit, M.D. 
Lutuer S. West, Px.D. 

REGINALD D. MANWELL, D.Sc. 
Evaluation of this book depends entirely on whether 
one regards malaria from the “large view” of its 
international importance, or from the standpoint of 
the individual practitioner with his localized malarial 
problems. The reviewer admits his incompetence to 
criticize the book from the vantage-point a the peri- 
patetic and cosmopolitan malarial epidemiologist. 

The wealth of information and practical experience 
of the authors is demonstrated in the minutiae of 
detail incorporated in this 700-page manual. Therein 
lies the fault of the book from the practitioner's view. 
He will find himself submerged in a maze of detailed 
technical description in trying to find the answer to 
his individual problems. The technical aspects of 
the book may be illustrated by the devotion of 70 
pages to “Morphology, Taxonomy, and Life Cycle,” 
while human “Pathology, Clinical Aspects, and Treat- 
ment” is completed in 51 pages. 

The title is misleading unless it be qualified to 
state that it implies “practical” for the specialist in 
malarial control, for whom I assume the book was 
primarily written. The book thoroughly fills a need 
for a concise reference-text for those engaged in the 
laboratory and field branches of malaria control. It 
is a technical manual. 

Illustrations are very good, though a number are 
of more snap-shot value than scientific. Tabling is 
well-done. The five pages of color-plates of malaria 
hematology add little to the attempts of others to 
project microscopic pictures onto paper. 

The section on “laboratory ae Field Technique 
contains some practical advances. Suffice it to say 
that progress in parasite cultivation and serology are 
still far from the stage where it affords any hope of 
incorporation in the office or small laboratory. 

Chapters on “Epidemiology,” “Climatology,” and 
“Malarial Surveys” are interesting and informative. 
The material on chemotherapeutic prophylaxis was 
brief and disappointing. 

It is well-indexed. The appendix of almost 100 
pages is doubtless a comprehensive and complete 
contribution to entomology. 

In general the book is readable, complete, com- 
piling old and new information in well-written form, 

ut it is not a quick-reference book for the average 
doctor’s book-case. 

J. M. A. 
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